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Abstract 

Variability in terms and definitions to describe suicidal behaviours and ideation may have led 

researchers to duplicate their efforts in suicidology thereby possibly wasting valuable resources in a 

field where funding is scarce. Published nomenclatures appear not to reach a global use.  This situation 

pushed some scholars to advocate for the use of a common nomenclature and a common classification 

to describe suicidal behaviour that would appeal to the majority of users, whatever their background 

and whichever their country. A first step towards a universal nomenclature could be to assess the 

variability of use of definitions and terms. 

The aims of this dissertation are to describe the published background in the field of nomenclatures, 

definitions and classifications, and provide a historical and cultural context to the use of terms and 

definitions to describe suicidal behaviours and ideation. The experimental part of this research consists 

in a worldwide study of definitions and terms for suicidal behaviours, the results of which were used 

to elaborate a universal English-language nomenclature of suicidal behaviours. 

A systematic literature review of contemporary English language nomenclatures found them to be 

logically organized according to outcome and intent. It appeared that the range of the nomenclatures 

was fundamental in how the nomenclature were logically organized.  

A systematic review of terms and definitions was performed based on the four most common 

characteristics of the definition of suicide found in the literature, i.e. outcome, intent, knowledge of 

the consequences of the act, and agency (self- or other-inflicted). These four characteristics appeared 

to cover the vast majority of the concepts underpinning existing definitions, enabled an explanation of 

the variability of published definitions and were considered for use as tool for research. Intent to die 

in the definition of suicide was quite agreed upon. However, some authors suggested that intent 

should refer to something other than death.  
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A systematic review of contemporary classifications of suicidal behaviour revealed they were 

becoming increasingly precise and operational for clinical and research purposes. On the other hand, 

the development of new classification systems despite lack of international consensus on definitions 

and terms related to suicidal ideation and behaviour could potentially lead to an increased level of 

confusion.  

An examination of historical context revealed that the term ‘suicide’ appeared in Europe in a period of 

deep moral change during the seventeenth century, when attitudes toward suicide became more 

tolerant. A review in the Pacific Islands suggested that local traditional terms often referred to a 

method having close ties with the cultural context.  

The methodology of the Worldwide Study of Definitions and Terms for Suicidal Behaviors© (WSDTSB) 

was then described. The study rationale was to overcome the confusing landscape and poor agreement 

among authors of nomenclatures, definitions, terms, and classifications in the field of suicidology. The 

study questionnaire was developed on the basis of the four main criteria of the definition of suicidal 

behaviour: outcome, intent, knowledge (of the consequences of the act), and agency (self- or other-

inflicted). Two types of participants were invited in the study. ‘Experts’, each representing a country, 

were recruited through international organizations. IASP members that were not national 

representatives comprised the comparison sample. Methodological limitations were that the study 

was conducted in the English-language only, and ‘experts’ were designated among IASP national 

representatives and in six cases among other international associations; in some cases, it is possible 

that these persons did not have more expertise than IASP members. 

The results of the WSDTSB were then analysed. Levels of agreement to statements enabled 

comparison between responses of samples (‘experts’ vs. IASP members), and countries’ language and 

income background groups, occupation and professional background groups. Regarding the definition 

of suicide, the highest levels of agreement and similarities between samples and groups were found 

for fatal outcome, non-clear-cut statements regarding intent and knowledge, and self-infliction. 
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Regarding non-fatal suicidal behaviour and ideation, the highest levels of agreement and similarities 

between samples and groups were found for definitions of ‘suicide attempt’, ‘suicidal ideation’, ‘death 

wishes’, ‘suicide plan’, and ‘interrupted suicide attempt’.  

The results of the WSDTSB were discussed and a nomenclature of suicidal behaviours and ideation was 

proposed as a baseline for further steps towards a universal classification of suicidal behaviours and 

ideation. Other limitations of this study were a relatively low participation rate and the low 

representation of low- and middle-income countries, especially those of the African continent.  

The necessity to go further in the search of a universal nomenclature was discussed. It was suggested 

that further research should move on with the aim of elaborating a universal classification of suicidal 

behaviours possibly based on the results of the present study. Suggestions were made regarding 

further steps to take.  

Keywords: Suicide, suicidal behaviour, suicidal ideation, definition, nomenclature, 

classification, universal, international, intercultural. 
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1 INTRODUCTION 

 

Since its dawn, humanity has evolved its talent at survival by developing more complex behaviours and 

technology to defend itself and obtain resources from its environment. The development of new 

behaviours and technology has largely depended on the sharing of knowledge by the use of language. 

As technology and behaviours evolved, so did language, and each new field of knowledge called for its 

own specific set of terms, definitions, expressions, and classifications, which evolved over time. The 

art and science of suicide prevention is no exception to this, and despite its only recent attainment to 

the academic level (Maris, 1993), a considerable number of terms and definitions has accumulated 

over time. One may suppose that a great variety of terms and definitions is an obvious sign of a greater 

and more developed body of knowledge. While this assertion is probably true, it appears, however, 

that sometimes this growth of terminology and definitions brings more confusion to the field of 

knowledge in question. This undesirable effect seems to have pledged the field of suicidology for some 

time. Some authors even compared this situation to the biblical story of the Tower of Babel (O'Carroll 

et al., 1996), as if the multiplicity of languages had set apart professional’s work in this field. Variability 

in terms and in meanings may indeed have set researchers on different paths, but this may not be a 

down draw as it could bring more diversity and knowledge. The problematic aspect of this state of 

affairs is that researchers may have been treading the same paths without even knowing it. Indeed, 

researchers from different backgrounds and different parts of the world appear to have duplicated 

their efforts thereby wasting valuable resources in a field where funding is scarce. This situation pushed 

some scholars to advocate for the use of a common nomenclature and a common classification to 

describe suicidal behaviour (Silverman & De Leo, 2016). At a most basic level, counting own dead might 

even be a challenging endeavour since the definition of suicide itself appears to be a source of debate. 

Suicide statistics around the world could therefore be questionable (De Leo, 2015). To counter this 

phenomenon, some researchers have proposed unifying terms, definitions, nomenclatures, and 
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classifications. A whole part of this dissertation will present some of these efforts. It appears however, 

as will be shown, that these efforts have until today only moderately succeeded.  

 

1.1 Research rationale 

One of the reasons why the efforts of scholars may not have fully unified the field of suicidology around 

a common set of definitions and terms could be that they didn’t consider a wide enough picture of the 

variability of uses of definitions and terms around the globe before proposing a common agreement. 

Silverman et al. (Silverman, Berman, Sanddal, O'Carroll P, & Joiner, 2007a) mentioned that for a 

common nomenclature (i.e. a common set of definitions and terms) to be successful, the best option 

is to choose terms that are already widely in use. A universal set of terms and definitions needs to 

appeal to the majority of users, whatever their background and whichever their country. If not, it will 

simply not be used universally. So, assessing whether some terms and definitions are appealing to a 

smaller or greater number of people should be done before proposing an agreement, in other words 

a first step towards a universal nomenclature should be to assess the variability of use of definitions 

and terms.  

The most important factor of this variability of uses is undoubtedly the diversity of cultures and 

languages of researchers, clinicians, and other professionals. One might think that the international 

use of English language in research across countries could have brought common understanding. But 

on the one hand the use of English language by researchers from different countries does not eliminate 

the challenges of translation of complex concepts existing in other languages into English, and on the 

other hand international researchers using English language come from a wide range of professional 

and academic backgrounds, each having a different use of the same English language terms. The 

infinite diversity of aspects of suicidal behaviour makes it vital to favour the diversity of cultures and 

professional backgrounds of researchers in the field. So, beyond this crucial variability how to find a 

commonly usable language?  
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It is reasonable to assume that the level of existing variability among researchers around the world will 

make it impossible to arrive at a unanimous meaning for each term. Therefore, exploring variability 

may not be enough to arrive at an agreement on the meaning of terms. There may also be a need to 

search a relative agreement, i.e. a minimum set of agreed upon terms and definitions.  

From a linguistic perspective the use of English language is probably the best option, most importantly 

because it is already widely used by researchers. Taking this into account, and assuming that 

researchers use different terms with similar meanings but also the same terms with different meanings 

to describe suicidal behaviour, the search for a common nomenclature could be done in English 

language by finding out which definitions are most frequently used for particular terms and which 

terms are most frequently used for particular definitions.  

How then does one access this information? One way would be to organize a worldwide 

anthropological and psycholinguistic study among researchers to have a better understanding of the 

contexts in which these terms are used and deduce the various meanings from that. Another simpler 

way but probably just as efficient would be to ask researchers themselves or ‘experts’ representing 

them what meaning they attach to terms.  

 

1.2 Aim of dissertation 

This dissertation will present the successive steps taken to arrive at a proposed universal nomenclature 

of suicidal behaviours. The general aim of this dissertation will thus be to give an insight into the 

theoretical and methodological processes involved in arriving at an international consensus and can 

be broken down into the following aims:  

• Describe the published background and extract relevant information for the field of research 

detailed in this dissertation; 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

32 
 

• Provide a historical context to the appearance of the word ‘suicide’ and a cultural perspective 

on definitions and terms by providing examples from the Pacific Islands; 

• Describe the methodology of the Worldwide Study of Definitions and Terms for Suicidal 

Behaviors © (WSDTSB); 

• Analyse the Results of the WSDTSB 

• Discuss the Results of the WSDTSB and propose steps towards an internationally applicable 

nomenclature for suicidal behaviours; 

• Provide recommendations for future research and on the use of the results of the WSDTSB. 

 

1.3 Theoretical framework 

According to Maris (1993; Maris, Berman, & Silverman, 2000) a definition serves at positing a theory 

and is not a theory in itself. However, many definitions found in the literature such as that of 

Shneidman’s (1985) Baechler’s (1980) or Menninger’s (1938) posit a meaning in a theoretical 

framework. Elements in the definition serve as theoretical explanations and sometimes even convey 

an etiological theory of suicide. Defining suicide gives the word a meaning, and this meaning can be a 

theory that explains suicide. For instance, if suicide is defined as an act of revenge, a meaning is thus 

given to the word in the form of a motive, which could explain the act. Menninger’s definition of suicide 

(1938) gives a triple explanation to suicide in the theoretical framework of psychoanalysis. To die, to 

kill and to be killed are three components in Menninger’s definition of suicide that point to basic 

psychoanalytical concepts (self-destructive, aggressive and masochistic instincts). This triple definition 

of suicide centres on unconscious motives, and appears to contradict Emile Durkheim’s definition of 

suicide (1897), which does not explicitly refer to intent (“All cases of death resulting directly or 

indirectly from a positive or negative act of the victim himself, which he knows will produce this result” 

(Durkheim, 1897, p. 5). Definitions that refer to explicative or etiological theories are often quite 

unique and sometimes contradict other definitions. According to Maris et al. (2000), definitions and 
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postulates or axioms about suicide “derive mainly from our academic disciplines; such as psychology, 

psychiatry, sociology, biology, and economics” (p. 27). The authors outline the ways to arrive at a 

systematic theory of suicidal behaviours. However, if one considers the numerous ongoing debates 

about the causes of suicide and the varying propositions to prevent it, it appears that no consensus on 

theory has yet been reached.  

Nevertheless, arriving at a common definition of suicide or any other suicidal behaviour would suppose 

that everyone agrees on a theory. The other option would be that the definitions convey no theory. 

But if definitions derive from academic disciplines as Maris et al. suggest (2000), no definition of suicide 

could possibly be atheoretical. The former option may thus be the best, albeit extremely challenging.  

Turning back to Maris et al.’s (2000) view of a definition outlined above may provide the answer, i.e. 

that a definition should not be a theory in itself but only serve at positing a theory. The best way to 

achieve this is probably by restricting definitions as much as possible to basic and descriptive features. 

Previous reviews of definitions by various authors (De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 

2004; De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 2006; Farberow, 1980; Maris et al., 2000; 

Silverman, 2006) have isolated the four most recurring features of definitions:  

• outcome (e.g., death, injury, no injury);  

• intent (e.g., to die, to harm oneself);  

• knowledge of the consequences of the act; and  

• agency (self or other inflicted).  

These features could be considered the four most basic characteristics of the definition of suicidal 

behaviour. However, one might be entrapped in a particular theoretical approach to the concept of 

suicide that may not be universal, i.e. an individualistic approach. Characterizing a definition of suicide 

by using these four characteristics presupposes considering suicide to be the behaviour of an individual 

as opposed to a form of collective or non-individual behaviour. In particular, considering the concept 

of individual intent presupposes an individualistic approach to the definition of suicide.  
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In his recent essay on the comparative history of suicide between Western and Eastern cultures, 

Barbagli (2015) highlights that suicide in China is until today perceived as an act involving more than 

one individual. When someone dies by suicide or attempts suicide, says the author, Chinese attempt 

to find someone to blame, as suicide is considered to be an act triggered by the behaviour of someone 

else causing frustration or shame. Barbagli explains how this conception leads to suicidal behaviour or 

threats being used as a powerful means to put pressure on someone and force that person to change 

their behaviour. So, the question remains: can a definition mentioning individual intent be universal? 

Would a Chinese person living in China consider that a person dying or attempting suicide acts through 

individual intent? And what about agency? Could the Chinese person consider that suicide is self-

initiated or even self-inflicted from this perspective? The bottom line question could be: would a non-

universal (Western type) theory be implied by exploring the four characteristics of suicide mentioned 

above? And consequently, would using an individualistic culturally framed (i.e. non-universal) 

approach distort the process of arriving at a universal set of terms and definitions?  

The research presented here aims to test the four main characteristics of the definition of suicide, i.e. 

outcome, intent, knowledge, and agency, as a starting point, with particular attention to intent as a 

possible focus of debate from a theoretical and cultural point of view. The scientific question would 

thus be: do the four main characteristics of the definition of suicide, i.e. outcome, intent, knowledge, 

and agency enable to grasp the entire spectrum of variability of use of definitions and terms to describe 

suicidal behaviours and ideation around the world?  

 

1.4 Methodological framework 

As preliminary to any type of research, a review of the literature in the three areas having the tightest 

implications with the subject of research will be presented. This would thus follow the suggestion of 

the International Association for Suicide Prevention (IASP) Special Interest Group on Nomenclature 
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(Silverman & De Leo, 2016), the aim of which is to clear the path towards a universal nomenclature 

and arrive at an internationally applicable classification system for suicidal behaviours.  

Three separate systematic reviews of the literature will be conducted for nomenclature, definitions 

and terms, and classifications of suicidal behaviours and ideation. The distinction between these three 

areas may seem arbitrary, as there is an undeniable overlap between them. However, some authors 

have attempted to draw distinguishing lines between these areas (Beck et al., 1973; O'Carroll et al., 

1996; Silverman, 2006). These distinctions will be detailed in the chapters that cover the literature 

reviews. To summarize the views of these authors one could say that a nomenclature is a particular 

set of terms and their respective definitions. Terms and definitions are used to describe reality. A 

classification is based on a nomenclature, but is distinct from a nomenclature in that its purpose is to 

categorize elements of observable reality and thus most often contains a set of rules to categorize 

these elements. A classification often has a more direct and practical use than a nomenclature. The 

proposed reviews will follow these lines as much as possible, and also the views of the authors of the 

reviewed articles.  

The purpose of these reviews is to test the main characteristics of the definition of suicide cited above 

(i.e. outcome, intent, knowledge, and agency) as a means to grasp the entire scope and content of 

these published nomenclatures, terms, definitions, and classifications, but also their variability. If this 

approach is successful, and the four characteristics enable to grasp the entire scope, content, and 

variability of the published material, the first step in the direction of bringing an answer to the scientific 

question outlined above will have been successful. This would imply that the four characteristics can 

be used to further explore the use of definitions and terms around the world by professionals.  

The three reviews follow the PRISMA Guidelines (Liberati et al., 2009; Moher, Liberati, Tetzlaff, Altman, 

& The PRISMA Group, 2009) and can thus be considered systematic literature reviews. They focus on 

a contemporary period extending from the 1960’ to nowadays, and on articles published in English 

language.  
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Having tested the four characteristics of the definition of suicide to analyse the data from the 

literature, the next step would be to test them on a sample of respondents working in the field of 

suicide research and prevention. The Worldwide Study of Definitions and Terms for Suicidal Behavior 

© (WSDTSB) is the experimental part of the research program presented in this dissertation. It is a 

survey of preferred terms and definitions to describe suicidal behaviour among a sample of 

respondents specialized in the field of suicide. The study questionnaire was based on the four main 

characteristics of the definition of suicidal behaviour. The first four subsections of the questionnaire 

deconstructed the definition of suicide and present a series of statements respectively regarding the 

outcome of suicide, intent, knowledge, and the agent of suicide (self-or other inflicted). Respondents 

were asked to agree or disagree with each statement. The questionnaire was then comprised of a 

series of proposed definitions in the form of basic clinical vignettes. The series of vignettes covered the 

widest possible range of suicidal behaviours and ideation such as described in the review of literature. 

A list of terms and expressions to qualify the behaviour described was attached to each vignette and 

the respondents were asked to choose a particular term or expression.  

Following the idea that the four characteristics of the definition of suicide and the terms provided may 

not be enough to grasp the entire spectrum of uses, a space for comments and provision of alternate 

terminology was provided for each subsection.  

To identify the sample of respondents for the WSDTSB the most efficient and straightforward way of 

accessing information was followed as mentioned above, i.e. the use of representative ‘experts’. These 

‘experts’ represented professionals working in their own country. One expert was to be designated for 

each country thereby aiming to recruit as many countries as possible. Relying on ‘experts’ enabled to 

delegate the most delicate part of any transcultural research, i.e. the translation of concepts into a 

target language and the backtranslation of data into English language. ‘Experts’ thus had to be 

sufficiently knowledgeable to understand and translate the subtle concepts of suicidology into their 

own language, and also had to have a representative overview of the definitions and terms used by 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

37 
 

the majority of professionals in their own country. It was determined that the ideal individuals for this 

task or for choosing an appropriate expert for this task in their country were the IASP National 

Representatives. The IASP includes a board of 62 National Representatives, each representing an IASP 

member country. This was to be the first target sample. Anticipating that some IASP National 

Representatives would not respond and also aiming to include non-IASP member countries, more 

‘experts’ were recruited through other international organizations having a connection to the field of 

study, i.e. the World Organization of Family Doctors (WONCA) and the World Psychiatric Association 

(WPA).   

Recruitment of an ‘expert’ for every country in the world is a difficult and uncertain process, and only 

a small number of them were recruited. A second sample composed of IASP members who were not 

national representatives was thus created to enable comparison of the responses in the sample of 

‘experts’ and give more weight to the results of the study.  

The Worldwide Study of Definitions and Terms for Suicidal Behaviors © (WSDTSB) is thus a 

questionnaire-based study among a sample of international ‘experts’ and a comparison sample of IASP 

members. The study was conducted in English language and was based on the characteristics of the 

definition of suicide that enabled to grasp the majority of features found in published contemporary 

nomenclatures, terms, definitions, and classifications of suicidal behaviour and ideation. 

 

1.5 Contribution of dissertation  

The current dissertation exposes a research program that is the first of its kind. As mentioned above 

and as will be detailed in the review of literature, previous attempts at universal terms, definitions, 

nomenclatures, and classifications didn’t rest upon a systematic appreciation of the existing worldwide 

variability in uses of definitions and terms to describe suicidal behaviours. The theoretical and 

methodological frameworks of this research rested entirely upon such a systematic appreciation. 

Scholars who have participated in this research program, most notably Emeritus Professor Diego De 
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Leo (principal supervisor and originator of this PhD research program) and Doctor Morton M. 

Silverman, are among the worldwide leading researchers that have previously proposed terms, 

definitions, and nomenclatures (De Leo et al., 2006; Silverman et al., 2007a; Silverman, Berman, 

Sanddal, O'Carroll & Joiner, 2007b). Their input in this research was central in designing and 

implementing a research methodology that aimed at bringing previous efforts a step further.  

 

1.6 Demarcation of dissertation 

It will appear quite clearly in the course of this dissertation that the contribution of this research 

program is to propose a nomenclature for suicidal behaviours and ideation, and not a definitive 

classification of suicidal behaviours. The results of this research aim at serving as a background to the 

elaboration of such a classification. They cannot and should not be used in any other way. The further 

elaboration of a universal classification of suicidal behaviours and ideation is beyond the scope of this 

dissertation. However, a series of recommendations will be presented in the conclusion chapter to 

suggest further research and to use the output of this research program in an appropriate manner.  

 

1.7 Dissertation structure 

After this introductory chapter, the second, third, and fourth chapters will present systematic 

literature reviews of previous attempts at international nomenclatures, terms, definitions, and 

classifications to describe suicidal behaviours and ideation and correspond to three different articles 

(Goodfellow, Kõlves, & De Leo, 2018a, 2018b, 2018c). The fifth chapter of this dissertation will provide 

a historical context to the appearance of the word ‘suicide’ and a few cultural insights on the issue of 

definition in the Pacific Islands, and among the Kanak indigenous population in New Caledonia. The 

sixth and seventh chapters will present the Worldwide Study of Definitions and Terms for Suicidal 

Behaviors © (WSDTSB). The sixth chapter will detail the rationale and methodology involved in the 

design of the study questionnaire, recruitment of participants, and analysis of results. The seventh 
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chapter will present an analysis of the results of this study. The eighth chapter will discuss the results 

and the elaboration of a nomenclature of suicidal behaviours and ideation based on these results. The 

ninth chapter is a concluding chapter that will bring together the content of this dissertation and 

provide future outlook by providing recommendations for an international classification of suicidal 

behaviours and ideation based on the nomenclature presented in this dissertation. 
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2 A SYSTEMATIC REVIEW OF CONTEMPORARY NOMENCLATURES 
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2.2 Introduction  

The next chapters present three different systematic reviews of the literature. First a review of 

nomenclatures, then a review of definitions and terms, and finally a review of classifications of suicidal 

behaviour and ideation. Beginning this three-step literature review by a review of nomenclatures and 

not of definitions and terms may at first not appear the most logical way to proceed. Indeed, 

nomenclatures are made of terms and their respective definitions, so it could be logic to talk about 

terms and definitions before talking about nomenclatures. However, the aim of the reviews is not 

simply to list the existing nomenclatures, terms, definitions, and classifications, but rather to 

deconstruct and analyse them, and thereby understand how they are built. What is the logic behind 

the elaboration of such tools of communication? Do all authors obey the same logic? And if not, how 

do these logics differ? The area under investigation is a fundamental one for research and clinical 

practice. It is an area of description, explanation and communication. Obviously, terms and their 

respective definitions are the most basic elements in this area, but starting to deconstruct these basic 

blocks before describing a more general picture could cause confusion. Drawing a clear outline on the 

whole subject before tackling the more fundamental concept of definition could be a better strategy. 

Furthermore, understanding how a nomenclature is built could be a good introduction to the concept 

of definition. Learning how elements in a nomenclature differ from each other enables to grasp some 

of the basic concepts underlying the elaboration of a definition. The review of definitions will rely on 

some of the basic concepts highlighted in this review of nomenclature (i.e. outcome and intent). It will, 

however, go deeper as will be shown. To sum up, the aim of this first review is to map the area to be 

investigated. The following reviews will use this mapping to go into more detail. In turn, this higher 
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level of detail will of course enable a better understanding of the concept of nomenclature. The reader 

may come back to this review as concepts are clarified and as the dissertation moves on to the 

experimental part of the research.  

As mentioned in the introductory chapter of this dissertation, research in suicidology is hampered by 

confusion in definitions and terms. Same terms are sometimes used differently, and definitions of 

different terms may overlap. During the second half of the previous century and the beginning of the 

twenty first many authors have argued for the implementation of a common nomenclature in 

suicidology to overcome this confusion (Beck et al., 1973; Comstock, 1979; De Leo, Burgis, Bertolote, 

Kerkhof, & Bille-Brahe, 2006; Fagan, Cox, Helfand, & Aufderheide, 2010; Kreitman, Philip, Greer, & 

Bagley, 1969; Marusic, 2004; P. W. O'Carroll et al., 1996; Silverman, 2006; Silverman, Berman, Sanddal, 

O'Carroll & Joiner, 2007a; Wortzel, Gutierrez, Homaifar, Breshears, & Harwood, 2010). 

The present chapter and its related article (Goodfellow, Kõlves, & De Leo, 2018) represent a 

contribution to the efforts of the International Association for Suicide Prevention (IASP) Task Force on 

Nomenclature and Classification. This Task Force was created under the impulse of Diego De Leo and 

its aim is to “obtain an international standardization of terminologies that may render research and 

surveillance more comparable across the globe” (Silverman & De Leo, 2016, p. 85). This chapter is 

meant to contribute to step 3 of the Task Force ten-step plan: “reviewing existing nomenclatures, 

definitions, and classification systems” (Silverman & De Leo, 2016, p. 85). Its focus is specifically on 

nomenclature. The following review systematically analyses existing literature highlighting common 

logical characteristics of current nomenclatures of suicidal behaviour. These characteristics among 

others will be further used to analyse definitions and classifications. 

 

2.2.1 Nomenclature and classification 

According to Beck et al. (1973), a nomenclature “must be simple, short, readily acceptable, codable, 

and adaptable to variably sized programs of study. It should aid in diagnosis and prognosis and should 
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serve the clinician as well as the researcher”. For O’Carroll et al. (1996) a nomenclature is “a set of 

commonly understood, logically defined terms” (p. 240). Silverman (2006) refined the same concept: 

“a set of commonly understood, widely acceptable comprehensive terms, that define the basic clinical 

phenomena of suicide and suicide-related behaviors and is based on a logical and minimum set of 

necessary component elements that has utility” (p. 520). Rudd (2000; 1997; Rudd & Joiner, 1998) and 

Bryan & Rudd (2006) list the advantages of a standard nomenclature saying that it improves clarity of 

a single clinician assessment, improves clarity of communication between two clinicians, improves 

clarity of assessment of risk, eliminates inaccurate or pejorative vocabulary, and improves patient-

clinician communication.  

A critical distinction needs to be made between nomenclature and classification. Table 2-1 outlines 

this distinction. One is often confused by the way the two words are used interchangeably in the 

literature and by the fact that some authors test particular nomenclatures by implementing them in 

clinical settings (Kattimani, Bharadwaj, Sarkar, & Mukherjee, 2015), thus using them as a classification. 

As Silverman (2006) points out, “one recurrent difficulty has been the rush to develop classification 

schemes before there has been uniform acceptance of mutually exclusive terminology and their 

definition” (p. 519). O’Carroll et al. (1998; 1996) say that a classification scheme “implies 

comprehensiveness, a systematic arrangement of items in groups or categories with ordered, nested 

subcategories; scientific validity; exhaustiveness; accuracy sufficient for research or clinical practice; 

and an unambiguous set of rules for assigning items to a single place in the classification scheme” 

(1996, p. 240).   
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Table 2-1: Differences between nomenclature and classification 

Nomenclature Classification 

Commonly understood, mutually exclusive, and 
logically defined terms  

Systematic arrangement of items in groups or 
categories with ordered, nested subcategories 

Intelligible Precise 

Practical Scientifically valid 
Aimed at communication Aimed at describing reality 

 

2.3 Method 

The current study is following PRISMA Statement (Table 2-2) (Liberati et al., 2009; Moher, Liberati, 

Tetzlaff, & Altman, 2009).  

Table 2-2: PRISMA checklist 

Section/topic  # Checklist item  
Reported 
on page 
#  

TITLE   

Title  1 Identify the report as a systematic review, meta-analysis, or both.  41 

ABSTRACT   

Structured 
summary  

2 Provide a structured summary including, as applicable: background; 
objectives; data sources; study eligibility criteria, participants, and 
interventions; study appraisal and synthesis methods; results; 
limitations; conclusions and implications of key findings; systematic 
review registration number.  

N/A 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of what is already 
known.  

41 

Objectives  4 Provide an explicit statement of questions being addressed with 
reference to participants, interventions, comparisons, outcomes, and 
study design (PICOS).  

N/A 

METHODS   

Protocol and 
registration  

5 Indicate if a review protocol exists, if and where it can be accessed (e.g., 
Web address), and, if available, provide registration information 
including registration number.  

N/A 

Eligibility 
criteria  

6 Specify study characteristics (e.g., PICOS, length of follow-up) and 
report characteristics (e.g., years considered, language, publication 
status) used as criteria for eligibility, giving rationale.  

46 

Information 
sources  

7 Describe all information sources (e.g., databases with dates of 
coverage, contact with study authors to identify additional studies) in 
the search and date last searched.  

46 
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Search  8 Present full electronic search strategy for at least one database, 
including any limits used, such that it could be repeated.  

flow 
chart 

Study 
selection  

9 State the process for selecting studies (i.e., screening, eligibility, 
included in systematic review, and, if applicable, included in the meta-
analysis).  

46 

Data 
collection 
process  

10 Describe method of data extraction from reports (e.g., piloted forms, 
independently, in duplicate) and any processes for obtaining and 
confirming data from investigators.  

46 

Data items  11 List and define all variables for which data were sought (e.g., PICOS, 
funding sources) and any assumptions and simplifications made.  

N/A 

Risk of bias in 
individual 
studies  

12 Describe methods used for assessing risk of bias of individual studies 
(including specification of whether this was done at the study or 
outcome level), and how this information is to be used in any data 
synthesis.  

N/A 

Summary 
measures  

13 State the principal summary measures (e.g., risk ratio, difference in 
means).  

N/A 

Synthesis of 
results  

14 Describe the methods of handling data and combining results of 
studies, if done, including measures of consistency (e.g., I2) for each 
meta-analysis.  

N/A 

Risk of bias 
across studies  

15 Specify any assessment of risk of bias that may affect the cumulative 
evidence (e.g., publication bias, selective reporting within studies).  

N/A 

Additional 
analyses  

16 Describe methods of additional analyses (e.g., sensitivity or subgroup 
analyses, meta-regression), if done, indicating which were pre-
specified.  

N/A 

RESULTS   

Study 
selection  

17 Give numbers of studies screened, assessed for eligibility, and included 
in the review, with reasons for exclusions at each stage, ideally with a 
flow diagram.  

46 

Study 
characteristics  

18 For each study, present characteristics for which data were extracted 
(e.g., study size, PICOS, follow-up period) and provide the citations.  

N/A 

Risk of bias 
within studies  

19 Present data on risk of bias of each study and, if available, any outcome 
level assessment (see item 12).  

N/A 

Results of 
individual 
studies  

20 For all outcomes considered (benefits or harms), present, for each 
study: (a) simple summary data for each intervention group (b) effect 
estimates and confidence intervals, ideally with a forest plot.  

N/A 

Synthesis of 
results  

21 Present results of each meta-analysis done, including confidence 
intervals and measures of consistency.  

N/A 

Risk of bias 
across studies  

22 Present results of any assessment of risk of bias across studies (see Item 
15).  

N/A 

Additional 
analysis  

23 Give results of additional analyses, if done (e.g., sensitivity or subgroup 
analyses, meta-regression [see Item 16]).  

N/A 

DISCUSSION   

Summary of 
evidence  

24 Summarize the main findings including the strength of evidence for 
each main outcome; consider their relevance to key groups (e.g., 
healthcare providers, users, and policy makers).  

60 
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Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at 
review-level (e.g., incomplete retrieval of identified research, reporting 
bias).  

61 

Conclusions  26 Provide a general interpretation of the results in the context of other 
evidence, and implications for future research.  

62 

FUNDING   

Funding  27 Describe sources of funding for the systematic review and other 
support (e.g., supply of data); role of funders for the systematic review.  

N/A 

 

2.3.1 Search Strategy 

An internet-based search of Social Science Citation Index, CINAHL, Pubmed, Scopus was conducted for 

English language papers between 1966 and 21/06/2016. Search terms where: (Suicid* OR Self-harm) 

AND (Nomenclature OR Definition OR Terminology OR Classification OR Meaning).  

2.3.1.1 Inclusion criteria 

In total 11,788 articles with duplicates were identified, 8,118 articles remained after removal of 

duplicates. After perusal of titles and abstracts 18 potentially relevant papers remained. Reference 

lists where checked for any other relevant papers, books, book sections, or reports. Twenty more 

references where found in this way.  After reading 38 full papers, 14 papers appeared relevant for this 

review. Criteria for relevance where that the paper should present an original nomenclature of the 

authors own conception or a modification of a previous nomenclature that changes its logical nature. 

A nomenclature was defined as a comprehensive set of logically defined terms. One nomenclature was 

presented both in an article and in a book chapter, therefore the total number of nomenclatures is 13. 

Figure 2- 1 presents a summary of the selection procedure. 

2.3.1.2 Data extraction 

The following data are presented for each paper: author(s), year, main terms of the nomenclature, 

main constructs of the nomenclature. 
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2.4 Results 

Based on elements outlined in Table 2-1, 13 nomenclatures, as opposed to classifications, are found in 

the literature between 1969 and 2011. These nomenclatures are presented in Table 2-3. As the reader 

will notice, some classifications are also presented. Indeed, these classifications were built with the 

aim to categorize phenomena. But they were built using sets of logically defined terms as their basic 
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Articles identified through 
searches of databases: 

n = 11,788 

 
Records after duplicates removed: 

n = 8,118 

 

Titles/abstracts screened and 

assessed for eligibility: 

n = 8,118 
Records excluded by examination of 

title and abstract: 

n = 8,080 

Full text screened and assessed for 

eligibility: 
 

n = 38 

Excluded after reading full texts: 

n = 24 

Studies included  

in systematic review: 

n = 14 
 

Figure 2-1: PRISMA Flowchart 

Identified from reference lists: 

n = 20 
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blocks, and it is these sets of terms that the authors present. Put differently, they present the 

nomenclatures with which the classifications were built and not the classification schemes per se. 

Table 2-3: Contemporary Nomenclatures for Suicide-Related Phenomena 

Author and year Main terms of nomenclature Main Constructs or 
Variables 

Cohen, 1969 • Suicidation 

• Suicidaction 
• Self-Assault 

Intent presumed 
Outcome 

Dodds, 1970 • Fatal Outcome 
o Accidental death from poisoning, 

injury, etc. 
o Suicide 
o Suicide following threatened suicide 

by injury, poisoning, etc. 

• Survival 
o Accidental injury, poisoning, etc. 
o Attempted suicide 
o Threatened suicide by poisoning, 

injury, drug overdose, etc.  

Outcome 
Intent 

Beck et al, 1973 
(CDC) 

• Completed Suicide (CS) 

• Suicide Attempt (SA) 

• Suicide Ideas (SI) 
o Subcategories: 

▪ Lethality 
▪ Intent 
▪ Mitigating Circumstances 
▪ Method 
▪ Degree of certainty by rater 

Intent presumed 
Outcome 
 

Baumeister & 
Scher, 1988 

Self-defeating or self-destructive behavior 

• Primary Self-Destruction 

• Tradeoff (self-defeating tradeoff behavior) 

• Counterproductive strategies 

Intent 

O’Carroll et al, 
1996, 1998 

Suicide Related Thoughts and Behaviors 

• Suicidal Ideation (SI) 

• Suicide-Related Behavior (SB) 
o Instrumental Suicide-Related Behavior 

▪ Suicide Threat 
▪ Other ISRB 
▪ Accidental Death associated 

with ISRB 
o Suicidal Act 

▪ Suicide Attempt 
▪ Suicide 

Intent 
(Evidence of self-
inflicted injury) 
Outcome 

Dear, 2001 • Suicide-Related Ideation (I) 
o With no suicidal intent 
o With at least some suicidal intent 

• Suicide-Related Communication (C) 

Outcome 
Intent  
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o With no suicidal intent  
o With at least some suicidal intent 

• Suicide-Related Behavior (Deliberate Self-
Harm) (B) 

o With no suicidal intent  
▪ With injuries 
▪ Without injuries 
▪ With fatal outcome 

(Accidental Death) 
o With at least some suicidal intent 

(Suicide Act) 
▪ With injuries (Suicide 

Attempt) 
▪ Without injuries (Suicide 

Attempt) 
▪ With fatal outcome (Suicide) 

Marusic, 2004 • Suicideless State 

• Suicideless Death 

• Suicidal Ideation 

• Suicide Attempt 

• Call For Help/Deliberate Self-Harm 

• Deliberate Self-Harm with Fatal Outcome 
• Completed Suicide 

• Euthanasia 

Intent 
Self-Infliction 
Outcome 

Brown et al, 2006 • Definite Suicide Attempt 

• Possible Suicide Attempt 

• Intentional Self-Injurious Behavior without 
Suicide intent 

• Possible/Potential Self-Injurious Behavior 
without Suicide intent 

• Suicide Ideation 

• Possible Suicide Ideation 

. Intent 

. Outcome 

. Clearness of 
evidence 

De Leo et al, 2006 • (Accidental Death) 

• Non-Fatal Suicidal Behavior 
o Without Injuries 
o With Injuries 

• Fatal Suicidal Behavior 

Outcome 
Intent 

Posner et al, 2007b 
(C-CASA) 

Suicidal events 

• Completed Suicide 

• Suicide Attempt 

• Preparatory Acts 
o Interrupted Attempt 
o Aborted Attempt 

• Suicidal Ideation 
o Passive 
o Active  

Non-suicidal events 

• Non-Suicidal Self-Injurious Behavior 
Other 

• No deliberate self-harm 

Intent  
Outcome 
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Indeterminate or potentially suicidal events 

• Self-Injurious, suicidal intent unknown 

• Not enough information 

Silverman et al, 
2007b 

Suicide-Related Thoughts and Behaviors 

• Suicide-Related Ideations 

• Suicide-Related Communications 
o Suicide Threat 
o Suicide Plan 

• Suicide–Related Behaviors 
o Self-Harm 

▪ Self-Inflicted Unintentional 
Death 

o Undetermined Suicide-Related 
Behavior 

▪ Self-Inflicted Death with 
Undetermined Intent 

o Suicide Attempt 
▪ Suicide 

Outcome 
Intent 

Lester, 2009 • First Degree Suicide 

• Second Degree Suicide 

• Third Degree Suicide 

• Voluntary Self-Death 

• Involuntary Self-Death 

Intent 
Premeditation 

Crosby et al, 2011 
(SDVCS – CDC) 

Self-Directed Violence Classification System 

• Non-Suicidal Self-Directed Violence Ideation 

• Suicidal Ideation 

• Self-Directed Violence, Preparatory 

• Non-Suicidal Self-Directed Violence 
• Undetermined Self-Directed Violence 

• Suicide Attempt 

• Suicide 
Modifiers: 

o Intent 
o Injury 
o Interruption 

Intent 
Outcome 

 

 Table 2- 3 outlines nomenclatures in a chronological order, which better visualizes the relationship of 

some nomenclatures with the previous ones. The last column indicates the main constructs around 

which are built the listed nomenclatures. These constructs are variables that distinguish terms in a 

nomenclature (or items in a classification). They are also central elements of the definition of terms in 

these nomenclatures. When several terms are listed, the order in which they are listed reflects the 

hierarchy in which the corresponding nomenclature appears to be built.  
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In the 1960s, at the beginnings of suicidology as an autonomous discipline, several authors were 

preoccupied by the definition of suicide and related phenomena. Some of these authors then started 

proposing logical sets of terms and definitions, and built nomenclatures. For instance, Cohen (1969), 

in response to the fact that commonly used terms like ‘suicide attempt’ and ‘suicide threat’ were not 

well described, proposed the term ‘suicidopathy’ that he defined as “a pathological biopsychosocial 

process characterized by the clinical manifestation of signs and symptoms relevant to acute, 

deliberate, traumatic physical self-assault.” (p. 67). He presented a three-level nomenclature 

(‘Suicidation’, ‘Suicidaction’, and ‘Self-assault’) corresponding to manifestations of intent at a mental 

level, behavioural preparatory level, and presence of physical trauma, respectively. Cohen suggested 

that his three levels should be considered as supplementary terms to be added to the existing 

psychiatric nomenclature. In this nomenclature, intent (of self-assault) is included from the first level 

on to the next ones in a hierarchical way, each level logically implying the one before. The three 

different levels are then distinguished according to outcome: (1) ideas manifested by any behaviour 

(e.g. verbal) that is not preparatory, (2) behaviour that is preparatory, and (3) injury.  

Dodds (1970) presented his nomenclature in a brief letter format; he first distinguished terms 

according to outcome (fatal vs. survival) and then further distinguished them according to intent 

(accidental, i.e. no intent to die vs. intent to die vs. uncertain intent).  

Beck et al.’s (1973) set of terms is closely centred around the definition of suicide as intentional and 

self-inflicted: ‘Completed Suicide (CS)’ [as a] “willful, self-inflicted, life-threatening act which has 

resulted in death” (p. 7). A ‘Suicide Attempt (SA)’ is defined in the same way except it results in physical 

injury and not in death. ‘Suicide Ideas (SI)’: “include such suicidal ideation and acts that indicate a loss 

of desire to live but which have not yet resulted in physical injury” (p. 7). Intent (to threaten own life) 

is thus included in all items of this nomenclature, which are distinguished according to outcome alone. 

Subcategories are then proposed, which aim at classifying phenomena: lethality, intent, mitigating 

circumstances, method, and degree of certainty by observer (e.g. clinician or researcher).  As one can 
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see, intent once again appears in these subcategories although, as said above, intent (to threaten own 

life) is presumed in all definitions. However, the subcategory of intent is here to be used as a modifier 

reflecting a quantitative “degree of sincerity” and not the presence or absence of intent as a defining 

feature.  

Baumeister & Sher’s (1988) set of terms describes what they call ‘Self-Defeating or Self-Destructive 

Behavior’, defined in this way: “any deliberate or intentional behavior that has clear, definitely, or 

probably negative effects on the self or the self’s projects” (p. 3). This definition implies that behaviour 

is intentional but self-harm doesn’t have to be. Terms of this nomenclature are defined as follows: 

‘Primary Self-Destruction’: “person foresees and desires harm to self” (p. 4); ‘Tradeoff’ (self-defeating 

tradeoff behavior): “harm is foreseen but not desired” (p. 4); ‘Counterproductive strategies’: “harm is 

neither foreseen nor desired” (p. 4). This nomenclature does not cover the same phenomena as Beck’s 

or Cohen’s where intent (to self-assault or to threaten own life) is implied form the start. In this case, 

self-destruction or self-defeat is implied form the start, and what distinguishes items is ‘desire’ and 

‘foreseeability’, which could reasonably be considered to be components of intent (to self-harm). This 

nomenclature is thus constructed according to various levels of intent (to self-harm).  

O’Carroll and his team (1998; 1996) proposed a nomenclature designed to cover the widest possible 

range of suicide-related phenomena. The use of subsets, supersets, and umbrella terms in a more 

detailed and hierarchical way than Dodds (1970) takes the concept of nomenclature one step closer to 

being a classification in itself, with additional and optional subcategories to be used like those of a 

classification. The terms of O’Carroll et al.’s nomenclature are defined as follows: 

Suicide: Death from injury, poisoning, or suffocation where there is evidence (either explicit or 

implicit) that the injury was self-inflicted and that the decedent intended to kill himself/ herself. 

(Note: The term ‘completed suicide’ can be used interchangeably with the term ‘suicide’)  
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Suicide Attempt with Injuries: An action resulting in nonfatal injury, poisoning, or suffocation 

where there is evidence (either explicit or implicit) that the injury was self-inflicted and that the 

decedent intended at some (nonzero) level to kill himself/herself.  

Suicide Attempt: A potentially self-injurious behavior with a nonfatal outcome, for which there 

is evidence (either explicit or implicit) that the person intended at some (nonzero) level to kill 

himself/herself. A suicide attempt may or may not result in injuries.  

Suicidal Act: A potentially self-injurious behavior for which there is evidence (either implicit or 

explicit) that the person intended at some (nonzero) level to kill himself/herself. A suicidal act 

may result in death (completed suicide), injuries, or no in- juries.  

Instrumental Suicide-Related Behavior: Potentially self-injurious behavior for which there is 

evidence (either implicit or explicit) that (a) the person did not intend to kill himself/herself (i.e., 

had zero intent to die), and (b) the person wished to use the appearance of intending to kill 

himself/ herself in order to attain some other end (e.g., to seek help, to punish others, to receive 

attention).  

Suicide-Related Behavior: Potentially self- injurious behavior for which there is explicit or 

implicit evidence either that (a) the person intended at some (nonzero) level to kill 

himself/herself, or (b) the person wished to use the appearance of intending to kill him- 

self/herself in order to attain some other end. Suicide-related behavior comprises suicidal acts 

and instrumental suicide-related behavior.  

Suicide Threat: Any interpersonal action, verbal or nonverbal, stopping short of a directly self-

harmful act that a reasonable person would interpret as communicating or suggesting that a 

suicidal act or other suicide-related behavior might occur in the near future.  

Suicidal Ideation: Any self-reported thoughts of engaging in suicide-related behavior (1996, pp. 

246-247). 

In their article, O’Carroll et al. (1996) proposed a taxonomy that clearly distinguishes the terms in their 

nomenclature according to two constructs: intent (‘to die from suicide’ vs. ‘instrumental’) and outcome 
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(‘no injury’ vs. ‘non-fatal injury’ vs. ‘death’). Although O’Carroll et al. say that they used ‘evidence of 

self-inflicted injury’ in their definition of suicide-related phenomena, one can clearly see that it is not 

presence or absence of evidence that is used as a construct to distinguish different terms, but what 

the evidence is pointing at, i.e. intent. On the other hand, the use of ‘evidence’ in the definitions opens 

the way to their future operationalization and inclusion in a classification, where the description and 

categorization of different types of ‘evidence’ would be crucial.  

Dear’s (2001) nomenclature proposal is a set of suggestions for updating O’Carroll et al.’s (1996) 

nomenclature. The definition of ‘Suicide-Related Behavior’ he proposed is the same he presented in 

1997 (Dear, 1997) and is a simplification of O’Carroll’s definition: “A behavior that is intended to inflict 

injury, regardless of whether or not the person intended to die” (Dear, 2001; p. 234). Thus, intent to 

injure is present, but intent to die is optional. The rest of the definitions are the same as O’Carroll et 

al.’s. However, he proposed to replace the term ‘Suicide Threat’ by ‘Suicide-Related Communication’, 

and to distinguish between presence and absence of ‘at least some suicidal intent’ for ‘Ideation’, 

‘Communication’ and ‘Behavior’. For the latter he suggested to further subdivide the nomenclature 

according to outcome (without injury vs. with injury vs. fatal outcome). He equated ‘Suicide Related 

Behavior’ to ‘Deliberate Self-Harm’.  

Marusic (2004) proposed a “clear and user-friendly definition of suicidality and of all its presentations” 

(p. 146) in the form of a simple table (reproduced in Table 2-4). He proposed eight states: two non-

suicidal states and six more or less suicidal states, according to eight combinations of “thinking about 

taking his or her life (yes or no),” “acting in this direction (yes or no),” and “resulting in death (yes or 

no)”. The main difference of Marusic’s nomenclature with Beck’s and O’Carroll’s is that instead of using 

the two variables of intent and outcome, he proposed three variables having each two values, i.e. “yes” 

or “no.” Indeed the former nomenclatures used one two-value variable, i.e. intent (to kill him/herself 

or threaten life, vs. something else, e.g. self-harm or instrumental) and one three-value variable: 

outcome (no injury vs. injury, vs. death). Thus, if one approximates “thinking about taking his or her 
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own life” to intent, one could say that Marusic adds one more variable, i.e. self-infliction (“acting in 

this direction”, i.e. the direction of intent), to the two usually used ones (intent and outcome). This 

enables him to incorporate ‘euthanasia’ in his nomenclature, and thus in the spectrum of suicide-

related phenomena. ‘Suicideless states’ are distinguished form ‘Deliberate Self-Harm’ (resulting or not 

in death) on the basis of ‘act’. ‘Suicide attempt’ is distinguished from ‘suicidal ideation’ on the basis of 

‘act’ and not on the basis of injury. The latter as an outcome disappears from this nomenclature. 

However, Marusic does not explicitly define the term ‘act’. More specifically he does not say if injury 

is part of the definition or not. For instance, if a person has a noose around his or her neck but no injury 

results, one is left to suppose whether this is an ‘act’ or just ‘ideation’.  

Table 2-4: Marusic's nomenclature of suicidal behavior (2004) Reproduced with permission from 
Crisis 2004; Volume 25 (4): 145-146 © 2004 Hogrefe & Huber Publishers (now Hogrefe Publishing) 
www.hogrefe.com     DOI: 10.1027/0227-5910.25.4.145 

 Thinking Act Resulting in death 

Suicideless state No No No 

Suicideless death No No Yes 

Suicidal Ideation Yes No No 

Suicide attempt Yes Yes No 

Call for help or DSH No Yes No 

DSH with fatal outcome No Yes Yes 

Completed suicide Yes Yes Yes 

Euthanasia Yes No Yes 

 

Brown et al.’s (Brown, Jeglic, Henriques, & Beck, 2006) classification is included here to illustrate an 

original way of dealing with uncertainty, simply by adding the terms “Definite” and “Possible” to the 

terminology. The definitions used are those of O’Carroll et al. (1996, 1998), slightly modified: in a 

“definite suicide attempt” there is “clear evidence that the person intended to kill himself or herself”, 

whereas in a “possible suicide attempt” there is simply “evidence (either explicit or implicit)”. The 

clearness of evidence is thus the third variable used in the nomenclature. However, this variable brings 

the nomenclature used closer to a classification by operationalizing definitions to some extent. 
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Evidence is only useful for classification purposes. However, adding qualifiers in the basic terminology 

modifies nomenclature in itself.  

De Leo and colleagues’ (2006) proposed nomenclature is based on difficulties faced during the twenty 

years of the WHO/EURO Multicentre Study of Suicidal Behaviour with the definition and assessment 

of intent. Their nomenclature is based on two main definitions: “Suicide is an act with fatal outcome, 

which the deceased, knowing or expecting a potentially fatal outcome, has initiated and carried out 

with the purpose of bringing about wanted changes” (p. 12). “Non-fatal suicidal behavior, with or 

without injuries: A non-habitual act with nonfatal outcome that the individual, expecting to, or taking 

the risk to die or to inflict bodily harm, initiated and carried out with the purpose of bringing about 

wanted changes” (p. 14). The presence of intent distinguishes ‘suicidal behavior’ from ‘accident’. Intent 

is implied by the formula: “carried out with the purpose of bringing about wanted changes” associated 

to the fact that the individual “expects” a particular or potential outcome. De Leo et al. distinguish 

purpose from expectations. The latter are clearly fatal or potentially fatal in ‘Suicide’, but target actual 

or potential bodily harm in ‘non-fatal suicidal behavior’. The purpose targets “wanted changes” in the 

two definitions. These wanted changes could refer to the expectations but the definition does not 

specify it and could also suggest that the act itself is a means to an end, whatever that end could be 

(e.g. self-soothing, instrumental, death, etc.). In the end, considering that intent may be difficult to 

ascertain with due reliability, what is central and discriminative in this nomenclature is outcome: fatal 

vs. non-fatal and injury vs. no injury. It is considered to be the first visible fact and thus the first variable 

to be explicitly stated in this proposed terminology. 

Posner and colleagues (Posner, Melvin, Stanley, Oquendo, & Gould, 2007; Posner, Oquendo, Gould, 

Stanley, & Davies, 2007) elaborated the Columbia Classification Algorithm of Suicide Assessment (C-

CASA). The authors distinguish between ‘Suicidal’, ‘Non-suicidal’, and ‘Indeterminate or potentially 

suicidal events’. The definitions of ‘Suicidal events’ (i.e. ‘Completed Suicide’ and ‘Suicide Attempt’) are 

basically the same as those of O’Carroll et al. (1996, 1998), but in the same line as Beasley et al. (2005) 
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they add ‘Preparatory acts’ on the one hand, these acts being toward suicidal behaviour (imminent or 

not) but the person does not start the self-injurious act, and ‘Interrupted’ or ‘Aborted attempts’ on the 

other hand, in which a person takes the first steps toward a self-injurious act that is stopped by an 

outside circumstance or self, respectively. ‘Suicidal ideation’ can be passive or active. ‘Non-suicidal 

events’ are similar to O’Carroll et al.’s (1996, 1998) ‘Instrumental Suicide-Related behaviors’ and point 

to behaviours without any intent to die, where intent can be “to effect change in others or the 

environment” (Posner et al., 2007; p. 15) but also “to relieve distress” (p.15). A new category of 

‘Indeterminate or potentially suicidal events’ in which “intent to die is unknown and cannot be 

inferred” was also added by authors (Posner et al., 2007; p. 15). 

Again, and quite similarly to O’Carroll and colleagues’ (1996) nomenclature, the definitions are here 

built according to the intent and outcome (i.e. events) variables. The different outcomes are first 

clustered according to intent. For suicidal outcomes, there has to be “at least some intent to die” 

similarly to O’Carroll’s definition where the individual “intended at some (non-zero) level to kill 

himself/herself”. In the non-suicidal outcomes, intent can be instrumental or to relieve distress. The 

indeterminate outcomes, as the possible/definite distinction in Brown et al. (2006), serves 

classification purposes. Outcomes (i.e. events) are then defined according to survival or death, 

presence or absence of behaviour and injury.  

In continuation of O’Carroll’s nomenclature, some members of the same team (Silverman, Berman, 

Sanddal, O'Carroll P, & Joiner, 2007b) elaborated a new nomenclature based on the older one with 

some significant changes. The first important change is that the term ‘Suicide Threat’ has been taken 

out from the ‘Suicide-Related Behaviors’ category and a ‘Suicide-Related Communications’ category 

has been created following Dear’s recommendations (1997, 2001), which includes ‘Suicide Threat’ and 

‘Suicide Plan’. ‘Communications’ are not behaviours and are not injurious. ‘Suicide Threat’ is defined 

in a very similar way as in O’Carroll et al.’s nomenclature (1996, 1998).  A ‘Suicide Plan’ is defined as “a 

proposed method of carrying out a design that will lead to a potentially self-injurious outcome; a 
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systematic formulation of a program of action that has the potential for resulting in self-injury” 

(Silverman et al., 2007b; p. 268). The given definition of ‘Suicide-Related Behavior’ is the same as 

O’Carroll et al.’s (1998, 1996) except that in one of the two options the “person intended at some 

(nonzero) level to kill himself/herself” (p. 247) has been changed to “the person intended at some 

undetermined or some known degree to kill himself/herself” (Silverman et al., 2007b; p. 272). This 

points to the second important change in this nomenclature: ‘Suicide-Related Behavior’ includes ‘Self-

Harm’, ‘Suicide Attempt’, but also ‘Undetermined Suicide-Related Behavior’. This ‘Undetermined 

Intent’ category has been added following Posner et al.’s proposition (2007b). ‘Self-Harm’ is defined in 

the same way as ‘Instrumental Suicidal-Related Behavior’ except that the “wished to use the 

appearance” item (O’Carroll et al. 1996; p. 247) disappears. O’Carroll’s ‘Accidental Death’ has been 

changed to ‘Unintentional Death’. Definitions of ‘Suicide attempt’ and ‘Suicide’ are the same, and 

again, ‘Suicide Attempt’ may or may not result in injuries.  

The two main variables used to distinguish terms in this nomenclature are again intent (to die vs. to 

attain some other end) and outcome (no injury vs. injury vs. death). The “zero/non-zero intent” 

dichotomy of O’Carroll’s nomenclature disappears here because it is deemed unpractical and is 

replaced by “no intent/uncertain intent/intent.” ‘Behavior’ is used instead of ‘Act’. ‘Suicide attempt’ is 

distinguished from ‘Self-Harm’ on the basis of intent. Silverman and his collaborators (2007a, 2007b) 

detail the problems of defining intent and incorporating lethality. They also insist on the distinction 

between nomenclature and classification and give recommendations to develop the latter on the basis 

of the former. 

Lester (2009) proposed a nomenclature for suicide derived from legal definitions of murder and 

manslaughter. He distinguishes between ‘First’, ‘Second’, ‘Third-degree suicide’, ‘Voluntary’, and 

‘Involuntary self-death’. Definitions are based on various levels of intent, premeditation, disturbance 

by psychiatric condition, provocation, recklessness, or negligence. The outcome (death) here is always 

the same one, making this a nomenclature of “self-death.” Most importantly, Lester uses the concept 
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of intent to elaborate his nomenclature. Intent can be present or absent on the one hand; to die or to 

harm self on the other. Premeditation is used in a forensic manner to distinguish the three ‘degrees’ 

of suicide.  

To address the lack of uniform definitions, the American Center for Disease Control (CDC) proposed a 

set of definitions (Crosby, Ortega, & Melanson, 2011) of Self-Directed Violence. These definitions are 

used in the Self-Directed Violence Classification System (SDVCS) proposed by CDC. The nomenclature 

used is based on the World Health Organization’s (WHO) definition of violence (Krug, Dahlberg, Mercy, 

Zwi, & Lozano, 2002) that includes the physical and psychological consequences of violence. The 

outline of the nomenclature and the structure of definitions put the SDVCS in a continuous line with 

O’Carroll et al.’s, Posner et al.’s and Silverman et al.’s nomenclatures. Definitions of ‘Suicide Attempt’ 

and ‘Suicide’ are similar to Silverman et al.’s and O’Carroll et al.’s. Definitions of ‘Interrupted Self-

Directed Violence’ and ‘Preparatory Acts’ are similar to Posner et al.’s corresponding items. The CDC’s 

nomenclature includes the ‘Undetermined’ category as in Silverman et al.’s and Posner et al.’s 

nomenclatures. As the older nomenclatures, it refers only to self-directed behaviour. It is structured in 

a classical way around the intent and outcome constructs. However, an important shift is apparent in 

the definition of non-suicidal behaviour between O’Carroll’s and Silverman’s nomenclatures on the 

one hand, and the SDVCS on the other. In the former definitions of “Instrumental Suicide-Related 

Behavior” and “Self-Harm”, there is evidence that the individual did not intend to kill himself/herself. 

In the SDVCS’s, Non-suicidal self-directed violence, there is no evidence of suicidal intent. In Posner et 

al.’s (2007) definition of ‘Non-suicidal events’ it is simply stated that “there is no intent to die” (p. 14). 

This shift in meaning can doubtlessly raise many questions and arguments, but one could contend that 

these considerations are relevant for the classification of observed phenomena. Posner et al.’s position 

of not mentioning ‘evidence’ in this definition could be considered an interesting shortcut. Their 

definitions are presented as integrated in a classification: the C-CASA. Some mention evidence, and 

some do not. However, they are always connected to “training examples” that immediately illustrate 

their use in classifying events. This once again stresses the importance of features distinguishing 
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nomenclature from classification. As Silverman et al. (2007b) pointed out, a definition is a description 

of concepts, not an explanation; a classification is an end product. Incorporating the concept of 

evidence in a definition might blur the boundaries between the two.  

 

2.5 Discussion 

This presentation of 13 contemporary nomenclatures from the 1960’s to nowadays incorporates what 

authors explicitly call nomenclatures, but also some of the main classification systems of the same 

period. Some of the examples presented in this review (Baumeister & Scher, 1988; Brown et al., 2006; 

Cohen, 1969; Lester, 2009; Marusic, 2004) seem to be somewhat out of the mainstream whereas all 

the others seem to follow a common underlying set of concepts, i.e. intent and outcome. One 

exception might be De Leo and colleagues (De Leo et al., 2006) attempt to tackle the difficult concept 

of intent in a different manner, while trying to stick with the main stream of ideas, i.e. using intent and 

outcome as the main constructs. They attempt to shift outcome to the frontline and place it as the 

main discriminant element in their taxonomy. But De Leo et al.’s nomenclature is a nomenclature of 

suicidal behaviours, not of causes of death or non-suicidal behaviours. At this point, one realizes that 

at the basis of every nomenclature lays the fundamental question of what it is that we are trying to 

define with a particular nomenclature and how one decides to define it. Is it death? Is it one particular 

aspect of death? Is it a cause of death? Or is it behaviour? Is it suicidal behaviour? Or is it more generally 

self-injurious behaviour? And how do we define these words? Are we talking about supposedly real 

observable facts? Or are we talking about theoretical concepts? Philosophical? Sociological? Medical? 

Forensic? And what does it mean when one uses “evidence” in a definition (see O’Carroll et al.’s and 

Silverman et al.’s nomenclatures)? Does it imply that there is no other way to define concepts than by 

constantly referring to observable phenomena? Silverman (2006) wrote that a nomenclature had to 

be “theory neutral”. But is it possible to define a concept by using only a “theory neutral” descriptive 

approach? And if yes, how does one distinguish a nomenclature from a classification? It is quite clear 
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from these considerations that the issue of definition needs to be thoroughly discussed in order to 

grasp the subtle albeit fundamental concepts underlying the elaboration of a nomenclature.   

 

2.5.1 Limitations 

One limitation of this systematic review of literature is that it has been performed on articles written 

in English language only. Future research in the field should incorporate literature in different 

languages. The cultural aspect of definitions and nomenclature of suicide behaviour is central to any 

step taken toward an international standardization of terminologies. Conducting a literature review in 

English is however the first logical step in this direction, as English can be considered a lingua franca in 

research in suicidology around the world. The bulk of research is conducted in English language, and 

the main efforts to standardize terminology in the field were undertaken in the United States of 

America. It is essential however that future research should concentrate on non-English literature, 

especially centred on Asian languages as they are used by an important part of the population and 

professionals in the world.  

Another limitation is that nomenclatures here included were those elaborated from the 1960’s to 

nowadays. Some famous nomenclatures like that of Durkheim (Durkheim, 1897), although seminal, 

were not included here as they were not considered to be part of the contemporary developments of 

suicidology. 

A third limitation is that this review has been undertaken before conducting a systematic review of 

definitions of suicide and suicidal behaviour. The next step of this research in this field will thus be a 

systematic review of existing definitions, then followed by a review of classifications. 
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2.6 Conclusion 

This chapter first distinguished between the concepts of nomenclature and classification, which appear 

to be somewhat overlapping in the literature on suicidal behaviour, then proceeded to describe 

contributions to nomenclature of suicidal behaviour using the main constructs of these nomenclatures 

as guiding concepts for analysis. Outcome and intent are the two main constructs on which are based 

the nomenclatures and are used as distinguishing features for their terms and definitions. The question 

of how one defines suicidal behaviour is a difficult and challenging one and explains some of the 

confusion existing between the concepts of nomenclature and classification. Classifications try to 

describe reality; nomenclatures aim at communication.  But to communicate one needs to describe 

reality at some point. It may only be a question of how much precision one wishes to achieve. However, 

the question as to whether one uses intent and outcome or not to describe suicidal phenomena and 

how one uses them is not only dependent on precision. It has to do with the nature of what we want 

to define and the nature of definition itself.  
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3 A SYSTEMATIC LITERATURE REVIEW OF CONTEMPORARY 

DEFINITIONS (PAPER 2) 

 

 

“Le suicide est une action par laquelle un homme est lui-même la cause de sa mort” 

Antoine-Gaspar Boucher d’Argis, 

Encyclopédie, D. Diderot et J. D’Alembert, Le Breton, Neuchatel, 1765. 

 

 

 

3.1 Notes 

 

STATEMENT OF CONTRIBUTION TO CO-AUTHORED PUBLISHED PAPER 

This chapter includes a co-authored paper. The bibliographic details/status of the co-authored paper, 

including all authors, are:  

Goodfellow, B., Kolves, K., & De Leo, D. (2018). Contemporary definitions of suicidal behaviors: a       

systematic literature review. Suicide and Life-Threatening Behavior, 2018 Mar 24. doi: 

10.1111/sltb.12457. Published in early view 

My contribution to the paper involved: Choice of papers to be included in the review, analyzing the 

content of reviewed papers, and writing the draft of the article.  

 

(Signed)  (Date) 22 October 2018 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

69 
 

Benjamin Goodfellow 

 

(Countersigned)  (Date) 22 October 2018 

Corresponding author of paper: Benjamin Goodfellow 

 

(Countersigned)  (Date) 16 October 2018 

Supervisor: Em. Prof. Diego De Leo 

 

3.2 Introduction 

The second part of the literature review now leads to contemporary definitions and terms. The 

previous chapter revealed that most nomenclatures were organized according to two main constructs, 

i.e. intent and outcome. An attempt will now be made to go a level deeper and deconstruct the 

components of these nomenclatures, i.e. terms and definitions, by following a method proposed by 

authors who isolated the four features of the definition of suicide being the most recurrent in the 

literature. De Leo et al. (De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 2004; De Leo, Burgis, 

Bertolote, Kerkhof, & Bille-Brahe, 2006), Farberow (1980), Maris et al. (Maris, Berman, & Silverman, 

2000), and Silverman (2006) found that the following characteristics were the most widely used to 

construct descriptive definitions of suicide: 

• outcome (e.g., death, injury, no injury);  

• intent (e.g., to die, to harm oneself);  

• knowledge of the consequences of the act; and  

• agency (self or other inflicted).  

Every definition found in his review of the literature will be analysed according to these characteristics. 

This will enable to test the findings of the authors cited above, i.e. find out whether or not these 
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characteristics are found in all or most definitions. More interestingly it will also enable to determine 

if these characteristics allow grasping all the features in the presented definitions and the variability 

among these definitions.    

 

3.2.1 The Concept of Definition 

This review partly relied on the concept of definition by Maris and colleagues (2000) as outlined in the 

introductory chapter.  These authors suggested that a definition should not be an explanation, i.e. not 

serve to say “why the symbol, word or behaviour exists or what causes it” (Maris et al., 2000), p. 32). 

A definition should be considered as a tool to posit a theory, and not the positing of the theory in itself. 

Hence, a definition is not a theory: it describes elements that may ultimately constitute the 

components of a theory.  

 

3.2.2 Definition of Suicide 

The present review mainly focuses on the definition of suicide, and to a lesser extent on other types 

of suicidal behaviour and ideation. There are two explanations for this unbalanced proportion. The 

first is that, generally, “the definition of terms such as suicide attempt or self-harm are predicated on 

the definition of suicide” (Silverman, 2016), p. 16). The second reason is that the term suicide has been 

the subject of reflections on definition in the literature more often than other suicidal behaviours or 

ideations.  

Some definitions of suicide belong to nomenclatures (Beck et al., 1973; Crosby, Ortega, & Melanson, 

2011; De Leo et al., 2004; De Leo et al., 2006; O'Carroll et al., 1996; Silverman, Berman, Sanddal, 

O'Carroll P, & Joiner, 2007a, 2007b). Their authors presented them in articles that provided a thorough 

and significant reflection on the many complexities of the definition of suicide. 
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3.3 Method 

The current study was based on PRISMA Statements (Table 3- 1; Liberati et al., 2009; Moher, Liberati, 

Tetzlaff, & Altman, 2009). 

Table 3-1: the PRISMA Checklist 

Section/topic  # Checklist item  
Reported 
on page 
#  

TITLE   

Title  1 Identify the report as a systematic review, meta-analysis, or both.  64 

ABSTRACT   

Structured 
summary  

2 Provide a structured summary including, as applicable: background; 
objectives; data sources; study eligibility criteria, participants, and 
interventions; study appraisal and synthesis methods; results; 
limitations; conclusions and implications of key findings; systematic 
review registration number.  

N/A 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of what is already 
known.  

41 

Objectives  4 Provide an explicit statement of questions being addressed with 
reference to participants, interventions, comparisons, outcomes, and 
study design (PICOS).  

N/A 

METHODS   

Protocol and 
registration  

5 Indicate if a review protocol exists, if and where it can be accessed (e.g., 
Web address), and, if available, provide registration information 
including registration number.  

N/A 

Eligibility 
criteria  

6 Specify study characteristics (e.g., PICOS, length of follow-up) and 
report characteristics (e.g., years considered, language, publication 
status) used as criteria for eligibility, giving rationale.  

71 

Information 
sources  

7 Describe all information sources (e.g., databases with dates of 
coverage, contact with study authors to identify additional studies) in 
the search and date last searched.  

71 

Search  8 Present full electronic search strategy for at least one database, 
including any limits used, such that it could be repeated.  

flow 
chart 

Study 
selection  

9 State the process for selecting studies (i.e., screening, eligibility, 
included in systematic review, and, if applicable, included in the meta-
analysis).  

71 

Data 
collection 
process  

10 Describe method of data extraction from reports (e.g., piloted forms, 
independently, in duplicate) and any processes for obtaining and 
confirming data from investigators.  

71 

Data items  11 List and define all variables for which data were sought (e.g., PICOS, 
funding sources) and any assumptions and simplifications made.  

N/A 
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Risk of bias in 
individual 
studies  

12 Describe methods used for assessing risk of bias of individual studies 
(including specification of whether this was done at the study or 
outcome level), and how this information is to be used in any data 
synthesis.  

N/A 

Summary 
measures  

13 State the principal summary measures (e.g., risk ratio, difference in 
means).  

N/A 

Synthesis of 
results  

14 Describe the methods of handling data and combining results of 
studies, if done, including measures of consistency (e.g., I2) for each 
meta-analysis.  

N/A 

Risk of bias 
across studies  

15 Specify any assessment of risk of bias that may affect the cumulative 
evidence (e.g., publication bias, selective reporting within studies).  

N/A 

Additional 
analyses  

16 Describe methods of additional analyses (e.g., sensitivity or subgroup 
analyses, meta-regression), if done, indicating which were pre-
specified.  

N/A 

RESULTS   

Study 
selection  

17 Give numbers of studies screened, assessed for eligibility, and included 
in the review, with reasons for exclusions at each stage, ideally with a 
flow diagram.  

71 

Study 
characteristics  

18 For each study, present characteristics for which data were extracted 
(e.g., study size, PICOS, follow-up period) and provide the citations.  

N/A 

Risk of bias 
within studies  

19 Present data on risk of bias of each study and, if available, any outcome 
level assessment (see item 12).  

N/A 

Results of 
individual 
studies  

20 For all outcomes considered (benefits or harms), present, for each 
study: (a) simple summary data for each intervention group (b) effect 
estimates and confidence intervals, ideally with a forest plot.  

N/A 

Synthesis of 
results  

21 Present results of each meta-analysis done, including confidence 
intervals and measures of consistency.  

N/A 

Risk of bias 
across studies  

22 Present results of any assessment of risk of bias across studies (see Item 
15).  

N/A 

Additional 
analysis  

23 Give results of additional analyses, if done (e.g., sensitivity or subgroup 
analyses, meta-regression [see Item 16]).  

N/A 

DISCUSSION   

Summary of 
evidence  

24 Summarize the main findings including the strength of evidence for 
each main outcome; consider their relevance to key groups (e.g., 
healthcare providers, users, and policy makers).  

82 

Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at 
review-level (e.g., incomplete retrieval of identified research, reporting 
bias).  

88 

Conclusions  26 Provide a general interpretation of the results in the context of other 
evidence, and implications for future research.  

89 

FUNDING   

Funding  27 Describe sources of funding for the systematic review and other 
support (e.g., supply of data); role of funders for the systematic review.  

N/A 
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3.3.1 Search Strategy 

An Internet based search of Social Science Citation Index, CINAHL, PubMed, and Scopus was conducted 

for English language papers published between 1966 up to May 29, 2017. The search terms were: 

(Suicid* OR Self-harm) AND (Definition and Terminology and Classification).  

3.3.2 Inclusion criteria 

The search produced a total of 8,240 articles with duplicates; after removal of the duplicates, 4,913 

articles remained. After perusal of titles and abstracts, 67 potentially relevant papers remained. 

Reference lists were checked for any other papers, books, book sections, or reports. Twenty-one 

additional references were found in this way.  After reading 88 full papers, 29 papers were selected as 

relevant for this review as their main focus was on definitions of suicide, suicidal behaviours, or self-

harm. The criteria for relevance were that the paper should present an original definition of the 

authors’ own conception or a modification of a previous definition that changed its logical nature, and 

on the other hand, a thorough reflection on the concepts underpinning this definition. A definition was 

to be descriptive of the behaviour and not explanatory. Three of the definitions had been presented 

in two separate articles or in an article and in a book chapter; the final number of definitions was 26. 

Figure 3- 1 summarizes the selection procedure. 

3.3.3 Data extraction 

For each paper, the following information is presented: author(s), year, definition, main constructs of 

the definition: self-Infliction, knowledge of potentially fatal outcome, intent, outcome, and additional 

remarks.  
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Figure 3-1: PRISMA Flowchart 

 

3.4 Results  

A total of 26 definitions of suicide and other suicidal behaviour were found in 29 papers or book 

chapters published between 1964 and 2016. Definitions and a comparison of the main characteristics 

of the definitions are presented in Table 3-2 for suicide and in Table 3-3 for non-fatal suicidal 

behaviour. The definitions are ordered chronologically. Tables 3-2 and 3-3 are designed identically and 
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are based on the four key aspects of definitions of suicidal behaviour mentioned above, i.e. agency 

(self- or other-inflicted), knowledge of potentially fatal outcome, intent (to die, or other), and outcome 

(death, injury or other).   

3.4.1 Suicide 

Nineteen different definitions and reflections on definition were found in 22 different papers or book 

chapters (Table 3- 2).  
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Table 3-2: Contemporary definitions of suicide and comparison of main characteristics 

Authors 
(year, page) 

Definition Self-infliction Knowledge of 
potentially fatal 
outcome 

Intent Outcome Remarks 

Beck et al. 
(1973, p. 7) 

“A Completed Suicide refers to a 
willful, self-inflicted, life threatening 
act which has resulted in death.” 

Yes .Not specified ‘Willful’ Death ‘Completed 
Suicide’ 

Baechler 
(1980, p. 74) 

“Suicide denotes all behavior that 
seeks and finds a solution to an 
existential problem by making an 
attempt on the life of the subject.”  

By self or others Vague and 
variable 

.Deliberate or 
involuntary 
.Intended or 
ventured 
.Chosen or 
imposed 

.Successful or 
symbolic 
.Present or long term 
.Absolute or relative 
.Total or partial 

 

Frey (1981, p. 
193) 

“The most common view of suicide 
today is that it is intentional self-
killing.” 
“But must one’s death be self-inflicted 
in order to be suicide? The answer, I 
want to suggest, is arguably no.” 

By self or others Yes  .Yes: to die 
.operative 
decision 

Death  

Tolhurst 
(1983, p. 115) 

“(…) a person has committed suicide if 
and only if that person has brought 
about his death intentionally.”  

.Not specified Yes .Yes: to die .Death .Some level of 
conformity between 
agent’s action plan 
and course of events 

 

Shneidman 
(1985, p. 203) 

“Currently in the western world, 
suicide is a conscious act of self-
induced annihilation, best understood 
as a multidimensional malaise in a 
needful individual who defines an 
issue for which the suicide is perceived 
as the best solution.” 

By self or others .Yes 
 

.Yes: 
annihilation 
.Can be ordered 
(e.g. by an 
emperor)  

Annihilation or 
cessation, i.e. end of 
life as individual 
experiences it 

.Contextualizes 
his definition: 
‘currently in 
western world’ 
.Psychological 
explicative part 
of definition not 
accounted for 
here 

Rosenberg et 
al. (1988, p. 
1451) 

“(…) death arising from an act inflicted 
upon oneself with the intent to kill 
oneself.” 

Yes .Not specified .Yes: to die Death  
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Wreen (1988, 
p. 17) 

“Person A committed suicide at time t 
if and only if: 
(1) A intended to kill himself at time t, 
(2) A killed himself at time t, 
(3) the intention specified in (1) 
caused (through the intermediary of a 
number of “generated actions”) the 
action described in (2), 
(4) the (at least partly) causal route 
from the intention specified in (1) to 
the action described in (2) was more 
or less in accordance with A’s action 
plan, and 
(5) A acted voluntarily in killing 
himself.” 

Yes Yes .Yes: to die 
.Strong intent 
.Voluntary 

.Death  

.Causal route from 
intention to action 
more or less in 
accordance with 
agent’s action plan 

 

Beauchamp 
(1992, p. 79) 

“An act or omission is a suicide if a 
person intentionally brings about his 
or her death, unless the death (a) is 
coerced or (b) is caused by conditions 
that are not specifically arranged by 
the agent for the purpose of bringing 
about the death.” 

.Not specified Yes  .Yes : to die 
.No coercion 
.Conditions 
specifically 
arranged by 
agent for 
purpose of 
bringing about 
death 

Death Act or omission 

Mayo (1992, 
p. 88) 

“(…) to commit suicide is to end one’s 
own life intentionally.” 

Agent does not 
have to act 
alone. 
 

Yes  .Yes: to die 
.As an end or as 
a means, not 
merely foreseen 

Death Action or 
inaction 

Beech (1995, 
p. 165) 

“The intentional death of the 
individual, by his or her own actions, 
in the absence of any coercion.” 

Yes  .Not specified .Yes: to die 
.No coercion 

Death  

Fairbairn 
(1995, p. 82) 

“Suicide is an act, whether of 
commission or omission, and whether 
performed by himself or others, by 
means of which an individual 
autonomously intends and wishes to 

By self or others 
 

Yes .Yes: to die 
.No coercion 

.Not specified .Suicide is an act 
or a person 
.Act or omission 
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bring about his death because he 
wants to be dead or wants to die the 
death he enacts.” 

O'Carroll et al. 
(1996, pp. 
246, 247; 
1998, p. 32) 

“Death from injury, poisoning, or 
suffocation where there is evidence 
(either explicit or implicit) that the 
injury was self-inflicted and the 
decedent intended to kill 
himself/herself.” 

Yes .Not specified .Yes: to die Death  

Egel (1999, p. 
394) 

“Sucism is self-killing that is not 
culturally normative.” 

Yes .Not specified .Not specified Death ‘Sucism’ 

Maris et al. 
(2000, p. 30, 
31) 

“The first point about the definition of 
suicide is that it is a death.” 
“Second, suicide is intended” 
“Third, suicide is done by oneself and 
to oneself” 
“Fourth, suicide can be indirect or 
passive” 

Yes Yes Yes: to die Death  

De Leo et al. 
(2004, p. 26 ; 
2006, p. 12) 

“Suicide is an act with a fatal outcome, 
which the deceased, knowing or 
expecting a potentially fatal outcome, 
has initiated and carried out with the 
purpose of bringing about wanted 
changes.” 

Yes 
 

Yes 
 

.Yes: wanted 
changes 

Death Habitual self-
harming acts 
excluded 
 

Silverman et 
al. (2007b, p. 
273) 

“(…) suicide (…) a self-inflicted death 
with evidence (either explicit or 
implicit) of intent to die.” 

Yes Yes  Yes: to die Death  

Cholbi (2008, 
p. 4) 

“A person S’s behavior is suicidal if: 
a) S believed that B, or some causal 
consequence of B, would make her 
death at least highly likely, and 
b) S intended to die by engaging in B.” 

.Not specified Yes 
 

.Yes: to die  

.Always some 
instrumental 
objective 

Death Create alternate 
category when 
behavior 
intended but 
not death? 

Crosby et al. 
(2011, p. 23) 

“Suicide: Death caused by self-
directed injurious behavior with any 
intent to die as a result of the 
behavior.” 

Yes .Not specified .Yes: to die  Death  
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Hill (2011, p. 
192) 

“A commits suicide by performing an 
act x if and only if A intends that he or 
she kill him or herself by performing x 
(under the description ‘I kill myself’), 
and this intention is fully satisfied.” 

.Not specified Yes .Yes: to die 
.as an end or as 
a means 

Death  
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Regarding the agency of the act, 10 out of 19 definitions clearly mention self-infliction; four mention 

that the act can be self- or other- inflicted; four do not explicitly mention any agency, and one mentions 

that agent does not have to act alone for the act to be defined as a suicide (Table 3- 2).  

Regarding knowledge of potentially fatal outcome, 12 out of 19 definitions explicitly mention it; six do 

not mention it; one definition mentions a vague and variable knowledge of fatal outcome.  

Regarding intent, 16 definitions explicitly mention it, of which 14 mention intent to die; one mentions 

an intent targeting ‘wanted changes’, and one mentions an intent targeting ‘annihilation’. Among the 

three remaining definitions, one mentions that the act can clearly be non-intentional (i.e. involuntary, 

ventured); one mentions the act has to be ‘willful’, and one definition does not specify any intent. 

Some authors go into more detail about intent: three definitions mention there has to be no coercion 

involved, and one that the act has to be ‘voluntary’, which could be considered synonymous. At the 

other end of the scale, two definitions mention that the act can be imposed or ordered. One definition 

states that the decision has to be ‘operative’ (i.e. not automatic as in a reflex-type reaction). Two 

definitions state that death can be intended as an end or as a means, and another mentions that there 

always is some instrumental intent whether death is intended or not.  

Regarding outcome, 16 out of 19 definitions explicitly refer to death as an outcome, one mentions a 

variable outcome, one does not specify any outcome, and one mentions ‘annihilation’ as an outcome. 

Two definitions mention that the course of events has to be in line with the agent’s action plan. 

Three definitions specify that suicide can be the result of an action or an absence of action (i.e. inaction, 

omission).  

Egel (1999) is the only author who proposes an alternative term for suicide (‘Sucism’) as he considers 

the term ‘suicide’ to have too many ‘surplus meanings’ and connotations. Shneidman’s (1985) classic 

definition is included in the present review even though it is not quite in line with the characteristics 

of definition that were outlined above, as a large part of it is explanatory. However, Shneidman’s 

definition is considered as a seminal contribution to the field of suicidology, and indeed it contains all 
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the elements of a descriptive definition. Furthermore, he clearly differentiates aspects of the definition 

related to the act (which are descriptive) from those related to the person, which provide a 

psychological explanation of suicide. As a consequence, only the first part of the definition was 

analysed: “Currently in the western world, suicide is a conscious act of self-induced annihilation.” 

 

3.4.2 Non-fatal suicidal behaviour  

Seven articles included a detailed significant reflection on the definition of non-fatal suicidal behaviour 

without first considering a definition of suicide. They are presented in Table 3-3. The behaviours 

defined in these documents are, respectively: Wish To Hasten Death (WTHD, Balaguer et al., 2016), 

Indirect Self-Destructive Behavior (ISDB, Farberow, 1980), Parasuicide, which is the subject of two 

papers (Kreitman et al., 1969, 1977), Deliberate Self-Harm (DSH, Mangnall & Yurkovich, 2008), Suicide 

Attempt (SA, Stengel, 1964), and Self-Mutilation (SM, Walsh & Rosen, 1988, Table 3-3). Six out of seven 

definitions specify self-infliction, one does not: WTHD, which is not an act. In five definitions, 

knowledge of potentially fatal outcome is not specified. The definition of SA includes the agent’s belief 

that behaviour can endanger life. Knowledge of potentially fatal outcome is not a required feature of 

the definition of ISDB.  
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Table 3-3: Contemporary definitions of non-fatal suicidal behaviour and comparison of main characteristics 

Authors 
(year, page) 

Definition Self-
infliction 

Knowledge of 
potentially fatal 
outcome 

Intent Outcome Remarks 

Balaguer et al. 
(2016, p. 8) 

“The Wish To Hasten Death is a 
reaction to suffering, in the context of 
a life-threatening condition, from 
which the patient can see no way out 
other than to accelerate his or her 
death.” 

.Not 
specified 

.Not specified .Not specified Can lead to suicide .WTHD: Wish To Hasten 
Death 
.Context of life 
threatening condition 
.Overarching term can 
include suicidal ideation 

Farberow 
(1980, p. 17) 

“Indirect self-destructive behavior is 
distinguishable from direct self-
destruction by at least two criteria, 
time and awareness. The effect is 
long-range and the behavior may span 
years; the person is usually unaware 
of or doesn’t care about the effects of 
his behavior, nor does he consider 
himself a suicide.” 

Yes Not required  Yes: 
gratification 
from present 
pleasures 

.Actual or potential 
harm 
.‘long range’ effect 

Indirect Self-Destructive 
Behavior  

Kreitman et 
al. (1969, p. 
747) 

Parasuicide: “(…) an event in which 
the patient simulates or mimics 
suicide, in that he is the immediate 
agent of an act which is actually or 
potentially physically harmful to 
himself.” 

Yes .Not specified .Not specified Actual or potential 
harm 

Parasuicide 

Kreitman 
(1977, p. 3) 

“Parasuicide is a non-fatal act in which 
an individual deliberately causes self-
injury or ingests a substance in excess 
of any prescribed or generally 
recognized therapeutic dosage.” 

Yes .Not specified .Not specified Self-injury or 
poisoning 

Parasuicide 

Mangnall & 
Yurkovich 
(2008, p. 176) 

“(…) a direct behavior that causes 
minor to moderate physical injury, 
that is undertaken without conscious 
suicidal intent, and that occurs in the 

Yes .Not specified No conscious 
suicidal intent 

Minor to moderate 
physical injury 

.Deliberate Self-Harm 

.Repetitive, addictive, 
contagious, 
comorbidities 
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absence of psychoses and or/organic 
intellectual impairment.” 

Stengel (1964, 
p. 72) 

“A suicidal attempt is any act of self-
damage inflicted with self-destructive 
intention, however vague and 
ambiguous.”  

Yes .Yes .Yes: to die 
.However vague 
and ambiguous 

Potentially 
dangerous 
(according to 
agent) self-
poisoning or self-
injury  

Suicide attempt 

Walsh & 
Rosen (1988, 
p. 10) 

“Self-mutilative behavior is deliberate, 
non-life-threatening, self-effected 
bodily harm, or disfigurement of a 
socially unacceptable nature.” 

Yes .Not specified .Yes: short term 
alleviation 

.Bodily harm 

.Non-life-
threatening 

.Self-Mutilation 

.Repetitive, multiple 
methods 
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Intent is present in three out of seven definitions. One is an intent that targets immediate gratification 

through present pleasures (ISDB), one is intent to die (SA), and one is an intent that targets short-term 

alleviation (SM). Of the four remaining definitions, three do not specify any intent (WTHD and the two 

definitions of Parasuicide by Kreitman), and one explicitly denies any suicidal intent but neither does 

it specify any other intent (DSH).  

Regarding outcome, in four of the definitions, harm is described as injury or poisoning, one of which is 

potentially dangerous from the agent’s point of view (SA), and two explicitly state a low lethality 

outcome (DSH and SM). Two definitions mention actual or potential harm (ISDB, and the first definition 

of Parasuicide). WTHD may eventually lead to suicide, but it is not an action in itself. WTHD is defined 

as occurring in the context of a life-threatening condition. DSH and SM are defined as potentially 

repetitive in nature.  

 

3.5 Discussion 

The aim of this review of the literature is to highlight characteristics of the main contemporary 

contributions to the definition of suicide and other suicidal behaviours. Twenty-six contributions are 

presented and analysed. Using four key components of the definitions (agency, knowledge, intent, 

outcome) enabled to compare the logical characteristics of the definitions.  

3.5.1 Agency 

The agency of the act or behaviour is used far more consensually in defining non-fatal suicidal 

behaviours than in defining suicide. Although the majority of definitions mention self-infliction, this 

feature does not appear to be a crucial defining criterion for suicide. This may seem surprising, as no 

definitions of assisted suicide or euthanasia are included in our review. Five out of 19 definitions of 

suicide explicitly state that another person can inflict or help inflict the act. On the other hand, all non-

fatal suicidal behaviours (Table 3- 2) that are not simply a wish (WTHD) have self-infliction as a 

requisite. Stengel’s ‘suicide attempt’ (1964) is self-inflicted.  
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3.5.2 Knowledge  

In the published definitions of suicide, knowledge of potentially fatal outcome appears to be slightly 

more consensual. Knowledge of potentially fatal outcome has been described as part of intent 

(Silverman et al., 2007a). However, in four out of 19 definitions of suicide, intent is present but 

knowledge is not specified, even though in these cases intent is intent to die. In five out of seven 

definitions of non-fatal suicidal behaviour, knowledge is not specified or not required. Stengel’s 

‘suicide attempt’ (1964) is the only definition of non-fatal suicidal behaviour that includes both intent 

and knowledge as defining features.  

3.5.3 Intent 

According to Maris and colleagues, intent is the purpose a person has in using a particular means (e.g. 

suicide) to effect a result (e.g. death),” (Maris et al., 2000; p. 37). Hjelmeland and Knizek (1999) discuss 

the confusion in the literature between motives, reasons, and intentions. According to these authors, 

motives are to be correlated with causal explanations of behaviour, while reasons and intentions are 

more subjective and are related to teleological explanations of behaviour. Hjelmeland and Knizek 

define intention as “what the patients wanted to achieve by suicidal acts, whether it was to die or to 

influence some significant other for instance” (Hjelmeland & Knizek, 1999; p. 279). These authors state, 

“the term suicidal intent is employed when the extent to which a person wanted to die is assessed” 

(Hjelmeland & Knizek, 1999; p. 276). According to the Oxford English Dictionary, the nouns ‘intention’ 

and ‘intent’ are synonymous (i.e. a thing intended; an aim or plan). According to Webster’s New World 

College Dictionary, as a noun, ‘intention’ relates to the act of intending, whereas as a noun, ‘intent’ 

relates to the object intended (i.e. something you plan or mean to do). According to Silverman and 

colleagues (2007a), evidence of intent includes intention to take the action, to harm oneself or to die 

as a result of the action, knowledge of the likely consequences of the act, and capacity to form the 

desire to die. The fact that knowledge can be considered part of intent could explain why in four 

definitions of suicide where intent to die is specified, knowledge is not. According to what was 

discussed above and beyond the existing confusion around the terms, intention and intent have similar 
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meanings but are often used in different ways. In the present paper, the term intent is used to describe 

the particular purpose the person has in engaging in suicidal behaviour, whether it is to die or another 

purpose.  

As mentioned above, 14 out of 19 definitions of suicide mention intent to die. Shneidman’s definition 

(1985) mentions ‘annihilation’ as a target of intent, which he explains is a definitive cessation of 

consciousness as an individual experiences it. Shneidman’s reluctance to use the concept of death in a 

definition of suicide as the essential feature of intent is that it is subjective. In his opinion, in the 

psychological frame of suicide, death can only be defined subjectively, i.e. from the point of view of 

the agent (Shneidman, 1985). This can probably be said of any definition of suicide. However, if one 

equates annihilation (or cessation) with death, albeit considering that it is ‘death’ from the point of 

view of the agent, a total of 15 out of 19 suicide definitions contain intent to die as a defining feature.  

In the same line of thought, Rosenberg and colleagues (1988) state that intent is one of the two key 

criteria (the other being self-infliction) in the determination of suicide as a mode of death by forensic 

examiners. They also state that intent is the most difficult criterion to establish. They highlight why the 

consistency of methods used in the determination of suicide as a mode of death is crucial. Accurate 

determination of intent to die enables reliable suicide rates and determines the main risk factors and 

suicide prevention strategies (Rosenberg et al., 1988).  

Intent to die thus appears to be central in the definition of suicidal behaviour. However, a few papers 

do not follow this line of thought, especially those that define non-fatal suicidal behaviour. Beck and 

colleagues (1973) define suicide as a willful act, but the term ‘willful’ is not synonymous with 

intentional.  

Baechler’s (1980) definition of suicide is inclusive with regards to intent. His definition, like 

Shneidman’s (1985), is explanatory in nature and is as psychoanalytically inspired, as that of Karl 

Menninger in his book Man Against Himself (1938). Indeed, according to the Freudian theory 

developed by Menninger (1938), intent can be partial and even unconscious, leading to a very wide 
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and inclusive definition of suicide. The fact that certain addictive or reckless behaviours are included 

in Indirect Self-Destructive Behaviors (Farberow, 1980) has its roots in this tradition, and explains why 

there is no self-destructive intent in its definition.  

Four definitions identified in our review don’t specify intent. Egel’s definition of suicide (1999) ignores 

intent because, in his opinion, “intentions are not observable, they cannot occur in the consequents 

of hypotheses about individuals who have committed suicide” (Egel, 1999; p. 393). Balaguer and 

colleagues’ definition of WTHD (Balaguer et al., 2016) also does not specify intent, and they do not 

specifically address intent in their paper. Authors however highlight a link with suicide ideation: "WTHD 

would be an overarching term that would include suicidal ideation as one type of such a wish or, in the 

case of suicide, as an action related to it" (p. 10). So, the question remains of whether the ideation 

authors mention includes intent or not. The fact that suicide can be related to WTHD leads to think 

that the latter can, at least in some cases, take the form of suicidal ideation with intent to die. Kreitman 

and colleagues (Kreitman, 1977; Kreitman, Philip, Greer, & Bagley, 1969) don’t specify intent in either 

of their definitions of Parasuicide. The two definitions were elaborated in an attempt to resolve the 

difficulties posed by the terms ‘deliberate self-poisoning’ and ‘deliberate self-injury”. They explain that 

these terms had been created to consider the fact that all behaviours labelled ‘attempted suicide’ were 

not actually attempts at suicide. The term Parasuicide was chosen to highlight a link between self-

injurious behaviour and suicide without systematically inferring suicidal intent where there could 

actually be none. Absence of intent in the definition of Parasuicide also relates to the fact that even 

with people who may still be available for a clinical interview, intent to die may not be validly assessed. 

This aspect may highlight the influence of the author’s particular professional background in defining 

suicidal behaviour. In the clinical context, the precise determination of the nature of intent does not 

have the same consequences as in a forensic context. Intent to die is only a part of the problem and 

may not be as relevant. What exactly a living patient intended to do besides dying often proves to be 

crucial in helping a patient out of a suicidal crisis.   
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The term ‘Parasuicide’ and an adapted definition of it were originally used in the WHO/EURO 

Multicentre Study on Suicidal Behavior (Bille-Brahe, Kerkhof, De Leo, & Schmidtke, 2004), a large study 

conducted over a period of more than 20 years in a number of culturally different sites in Europe. From 

the start, researchers tried to produce a definition of the suicidal act that would acknowledge the fact 

that for many individuals presenting this type of behaviour, intent was not necessarily an intent to die 

or was too difficult to ascertain. This is also acknowledged by other authors like Kubie (1973). According 

to De Leo and colleagues (2004; 2006), during the course of the study, the term ‘Parasuicide’ was 

deemed too problematic because of the various and incompatible meanings attached to the term and 

translational issues. The investigators of the study thus abandoned the term. However, the conceptual 

definition was retained, and slightly modified. The core features of this definition were used to build a 

definition of suicide in the form mentioned in this review (De Leo et al., 2004; De Leo et al., 2006). This 

definition is unique in the sense that intent targets ‘wanted changes’, acknowledging the fact that, 

according to the authors, intent to die may be present in part or completely absent. In their view, many 

people ‘attempting suicide’ intend to improve their life and not to die (De Leo et al., 2004; De Leo et 

al., 2006). This contradicts the majority of definitions of suicide in our review. In the course of the same 

study, Hjelmeland and colleagues (2002) studied self-reported intentions in patients who had engaged 

in parasuicide using a questionnaire that explored 14 common intentions found in the literature on 

suicidal behaviour (such as, wanting to sleep; see the reaction of the others; express own rage, etc.). 

Once again, the effort to diversify the concept of intent reflects a clinically-oriented approach to the 

definition of suicidal behaviour.  

Cholbi (2008), mentioned that there is always some instrumental intent beyond death. Addressing 

cases of suicide in which a person takes the risk of dying but does not firmly intend to die, like in cases 

in which a person tries to influence others’ behaviour and to seek help, for instance, he suggests 

creating alternate categories when purposes other than death are involved. Two definitions of suicide 

(Hill, 2011; Mayo, 1992) mention that death can be an end or a means to an end, i.e. that death can 
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be a way to achieve some other objective. Intent to die is clearly excluded from definitions of 

Deliberate Self-Harm (Mangnall & Yurkovich, 2008) and Self-Mutilation (Walsh & Rosen, 1988). 

Some authors mention coercion as an excluding criterion for the definition of suicide. These authors 

often have a philosophical approach and follow a line of argumentation related to comments and 

reflections on classical examples like that of the death of Socrates or the death of a spy threatened 

with torture who decides to kill himself to protect his secrets (Beauchamp, 1993; Fairbairn, 1995; Frey, 

1981; Hill, 2011; Wreen, 1988). 

The present discussion around the concept of intent highlights two points. The first is that, 

traditionally, suicidal behaviour has been defined mainly in terms of intent to die. The second is that 

many of the reviewed definitions, especially those of non-fatal suicidal behaviour, suggest that intent 

to die is difficult to determine and may not be sufficient to grasp the complex meanings of suicidal 

behavior.  Some definitions don’t specify intent at all.  

3.5.4 Outcome  

De Leo and colleagues state that “a dead body, that is, the fatal outcome of the action or behavior, is 

the first element that incontrovertibly qualifies all definitions of suicide” (Diego De Leo et al., 2004), p. 

28). However, the results of our systematic review are not quite in line with this assertion. All 

definitions do not mention death as unquestionably qualifying suicide. This said, if one equates 

Shneidman’s ‘annihilation’ with death, as suggested above, only two definitions appear not to be 

aligned with the others. The first is Baechler’s (1980): as already highlighted, it is an open definition 

inspired by the rather inclusive criteria of psychoanalysis, and thus appears to be conceptually different 

from the other definitions. The second is Fairbairn’s (1995), who defines the act mainly by the intention 

and not by the outcome, again pointing to a difference in concepts. Two of the definitions (Tolhurst, 

1983; Wreen 1988) go into more detail regarding the outcome and require a certain level of conformity 

between intent and outcome. According to these two definitions, for an act to be a suicide, death has 

to occur in the way intended by the agent. 
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Predictably, the outcomes of non-fatal suicidal behaviour are variable. Each behaviour has its own 

particular outcome.  In the case of the concept of Parasuicide, the outcome appears to have changed 

over time. The first definition (Kreitman et al., 1969) mentions actual or potential harm, whereas eight 

years later (Kreitman, 1977), the definition clearly refers to self-injury or poisoning as an outcome but 

does not mention if it is actual or if it can also be potential like in the first definition.  

 

3.5.5 Limitations 

Although many articles in the literature provide a definition (e.g., a definition provided by a researcher 

for operational use in a particular study), very few go into detail about the precise conceptual 

processes involved in the elaboration of the definition, including those in which the author has clearly 

created or modified the definition. As a result of this there is not much literature to reflect on in the 

field of definition of suicidal behaviours.  

An important limitation of this review is that it is only based on documents written in English. The 

results of this review consequently do not provide the base for an international and intercultural 

definition of suicide. Future research should give visibility to the cultural variability of concepts 

underlying definitions of suicide and suicidal behaviour, especially the difference between Western 

and Asian cultures. The time frame was also limited to contemporary publications. However, many of 

the concepts used in definitions are older and a historical review and analysis of these concepts would 

be a useful complement to this review. The operational aspect of definitions and the process of 

classification of phenomena were only briefly mentioned here. The next chapter will review efforts 

made in this direction.  
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3.6 Conclusion 

This review is a contribution to systematically compiling all significant reflections on the definition of 

suicide and suicidal behaviours cited in the literature between the 1960s and today. The four key 

definitional features chosen for this review, agency, knowledge, intent, and outcome, appear to cover 

the vast majority of the concepts underpinning existing definitions of suicide and suicidal behaviour. 

Using these features enabled to reveal the main common traits but also, more importantly, what 

makes each one of these definitions different, i.e. the variability of definitions. Self-infliction is used 

far more consensually in the definitions of non-fatal suicidal behaviour than in the definitions of 

suicide. Knowledge of a potentially fatal outcome is used more consensually in the definition of suicide, 

although not universally, possibly due to the fact that for some authors, intent implies that knowledge. 

Intent is used very consensually in the different definitions of suicide, especially intent to die. However, 

some authors question this traditional view and suggest that intent should be more detailed or should 

refer to something other than death. Outcome is the most consensual feature, albeit not universal, in 

the definition of suicide, pointing to some variability of the concept. These four features, and the 

differences they reveal, can be used to design a research tool to explore the meaning of suicide across 

different countries and different cultures. In turn, this could enable to identify the reasons why it has 

for so long been impossible to achieve a common language in suicidology. Succeeding to identify and 

understand these reasons can perhaps lead to find ways in which Asian, Pacific, African, American, and 

European researchers can collaborate and avoid wasteful duplication of research efforts. The results 

of the literature review presented in this chapter will provide the methodological basis for the 

Worldwide Study of Definitions and Terms for Suicidal Behavior © (WSDTSB) presented in chapters 6 

and 7. The next chapter will review published classifications for suicidal behaviours. 
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4.2 Introduction 

The previous two chapters systematically reviewed published, contemporary, English-language 

nomenclatures, definitions, and terms used to describe suicidal behaviour. This allowed the 

identification of the basic construction blocks and main characteristics of variability among existing 

definitions. These characteristics can thus be used to further explore use of English-language terms 

and definitions by professionals around the globe. This process will be detailed in Chapters 6 and 7 

describing the methodology and results of the Worldwide Study of Definitions and Terms for Suicidal 

Behaviors © (WSDTSB). As mentioned in Chapters 1 and 2 the reviews presented in this dissertation 

are a contribution to the International Association for Suicide Prevention Task Force on Nomenclature 

and Classification’s 10-step plan, the third step of which is: “reviewing existing nomenclatures, 

definitions, and classification systems” (Silverman & De Leo, 2016, p.85). As previously mentioned the 

final aim of the IASP Task Force is to arrive at a universal classification of suicidal behaviours. Indeed, 

a classification would be the end product of a process including the research described in this 

dissertation. However, the research presented in this dissertation can only lay the grounds for the 

elaboration and final design of a classification of suicidal behaviours. A classification is the most refined 

and developed tool for communication among professionals. It has a direct practical use. Its 

elaboration can only be a step by step process, and the first important step is to reach an agreement 

on a universal set of terms and definitions, i.e. an international nomenclature, on which will be based 

the items in a classification.  

The present chapter aims at reviewing existing contemporary descriptive classifications of suicidal 

behaviours as examples of a final product. The end product of this dissertation is, however, not a 
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classification, it is a nomenclature and has to be designed in a way that may progress towards a 

classification. As mentioned in the introduction chapter, the field of suicidology is in part laden with 

confusion, and the only way to reduce such a confusion could be by clarifying concepts and setting 

clear boundaries between them.  

O’Carroll et al. (1996) stated that a classification scheme “implies comprehensiveness, a systematic 

arrangement of items in groups or categories with ordered, nested subcategories; scientific validity; 

exhaustiveness; accuracy sufficient for research or clinical practice; and an unambiguous set of rules 

for assigning items to a single place in the classification scheme” (1996; p. 240). As detailed below, the 

systematic literature review is based on this definition of classification. The review was limited to 

classification systems that describe acts and behaviours and not motivations or any circumstantial 

details that are not part of the act or behaviour itself. Classifications that were explicative in nature 

were not included. In this chapter the word ‘classification’ referred to descriptive classifications.  

 

4.3 Method 

This review followed the PRISMA Statement guidelines (Table 4- 1) (Moher, Liberati, Tetzlaff, & Altman, 

2009).  

Table 4-1 : PRISMA Checklist 

Section/topic  # Checklist item  
Reported 
on page 
#  

TITLE   

Title  1 Identify the report as a systematic review, meta-analysis, or both.  93 

ABSTRACT   

Structured 
summary  

2 Provide a structured summary including, as applicable: background; 
objectives; data sources; study eligibility criteria, participants, and 
interventions; study appraisal and synthesis methods; results; 
limitations; conclusions and implications of key findings; systematic 
review registration number.  

N/A 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of what is already 95 
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known.  

Objectives  4 Provide an explicit statement of questions being addressed with 
reference to participants, interventions, comparisons, outcomes, and 
study design (PICOS).  

N/A 

METHODS   

Protocol and 
registration  

5 Indicate if a review protocol exists, if and where it can be accessed (e.g., 
Web address), and, if available, provide registration information 
including registration number.  

N/A 

Eligibility 
criteria  

6 Specify study characteristics (e.g., PICOS, length of follow-up) and 
report characteristics (e.g., years considered, language, publication 
status) used as criteria for eligibility, giving rationale.  

97 

Information 
sources  

7 Describe all information sources (e.g., databases with dates of 
coverage, contact with study authors to identify additional studies) in 
the search and date last searched.  

97 

Search  8 Present full electronic search strategy for at least one database, 
including any limits used, such that it could be repeated.  

flow 
chart 

Study 
selection  

9 State the process for selecting studies (i.e., screening, eligibility, 
included in systematic review, and, if applicable, included in the meta-
analysis).  

97 

Data 
collection 
process  

10 Describe method of data extraction from reports (e.g., piloted forms, 
independently, in duplicate) and any processes for obtaining and 
confirming data from investigators.  

97 

Data items  11 List and define all variables for which data were sought (e.g., PICOS, 
funding sources) and any assumptions and simplifications made.  

N/A 

Risk of bias in 
individual 
studies  

12 Describe methods used for assessing risk of bias of individual studies 
(including specification of whether this was done at the study or 
outcome level), and how this information is to be used in any data 
synthesis.  

N/A 

Summary 
measures  

13 State the principal summary measures (e.g., risk ratio, difference in 
means).  

N/A 

Synthesis of 
results  

14 Describe the methods of handling data and combining results of 
studies, if done, including measures of consistency (e.g., I2) for each 
meta-analysis.  

N/A 

Risk of bias 
across studies  

15 Specify any assessment of risk of bias that may affect the cumulative 
evidence (e.g., publication bias, selective reporting within studies).  

N/A 

Additional 
analyses  

16 Describe methods of additional analyses (e.g., sensitivity or subgroup 
analyses, meta-regression), if done, indicating which were pre-
specified.  

N/A 

RESULTS   

Study 
selection  

17 Give numbers of studies screened, assessed for eligibility, and included 
in the review, with reasons for exclusions at each stage, ideally with a 
flow diagram.  

98 

Study 
characteristics  

18 For each study, present characteristics for which data were extracted 
(e.g., study size, PICOS, follow-up period) and provide the citations.  

N/A 

Risk of bias 19 Present data on risk of bias of each study and, if available, any outcome N/A 
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within studies  level assessment (see item 12).  

Results of 
individual 
studies  

20 For all outcomes considered (benefits or harms), present, for each 
study: (a) simple summary data for each intervention group (b) effect 
estimates and confidence intervals, ideally with a forest plot.  

N/A 

Synthesis of 
results  

21 Present results of each meta-analysis done, including confidence 
intervals and measures of consistency.  

N/A 

Risk of bias 
across studies  

22 Present results of any assessment of risk of bias across studies (see Item 
15).  

N/A 

Additional 
analysis  

23 Give results of additional analyses, if done (e.g., sensitivity or subgroup 
analyses, meta-regression [see Item 16]).  

N/A 

DISCUSSION   

Summary of 
evidence  

24 Summarize the main findings including the strength of evidence for 
each main outcome; consider their relevance to key groups (e.g., 
healthcare providers, users, and policy makers).  

110 

Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at 
review-level (e.g., incomplete retrieval of identified research, reporting 
bias).  

111 

Conclusions  26 Provide a general interpretation of the results in the context of other 
evidence, and implications for future research.  

112 

FUNDING   

Funding  27 Describe sources of funding for the systematic review and other 
support (e.g., supply of data); role of funders for the systematic review.  

N/A 

 

4.3.1 Search Strategy 

An Internet-based search of the Social Science Citation Index, CINAHL, PubMed, and Scopus was 

conducted for English language papers published between 1966 and May 29, 2017. Search terms were 

as follows: (Suicid* OR Self-harm) AND (Definition and Terminology and Classification). 

4.3.2 Inclusion Criteria 

In total, 8,240 articles with duplicates were identified, and 4,913 articles remained after removal of 

duplicates. After perusal of titles and abstracts, 26 potentially relevant papers remained. Reference 

lists were checked for any other papers, books, book sections, or reports. Eight more references were 

found in this way. After reading 34 full papers, 22 papers appeared relevant for this review (Figure 4- 

1). Criteria for relevance were that the paper should present an original classification system of the 
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authors’ own conception, a modification of a previous classification that changed its logical nature, or 

an item or set of items added to an existing classification. Classifications were to be descriptive of acts 

or behaviours and not based on motivation and context, or explicative in nature. 

4.3.3 Data extraction 

The following data are presented for each paper: author(s), year, name of the proposed classification, 

main terms of the classification, and presence of a classification scheme. 
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Figure 4-1: PRISMA Flowchart 

4.4 Results 

A total of 20 descriptive classification systems, items, or proposals were found, presented in 22 

different papers written between 1966 and 2017. The classifications are presented in Table 4-2 in 

chronological order to reveal their evolution. The main categories of classifications are also presented. 

Among these 20 classifications, three types were distinguished: comprehensive classification systems, 

specific classification systems, and single classification items. The first type refers to eight classification 
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systems whose authors were aiming to be exhaustive in terms of suicidal behaviours and acts. The 

second type refers to five classifications that are also organized into a system, albeit not an exhaustive 

one. They describe either a subtype of behaviour (e.g. non-lethal behaviours) or a group of behaviours. 

The third and last type refers to seven items that are intended to be included in existing classification 

systems. These single items were included in this review as they obey the same classification logic, and 

because they modify the logical organization of existing classifications.  

As illustrated in Table 4-2, 13 classifications include a classification scheme and seven do not. The 

definition of a scheme was derived from O’Carroll et al.’s (1996) definition of a classification scheme, 

i.e. “… an unambiguous set of rules for assigning items to a single place in the classification scheme” 

(p. 240). A classification scheme is thus defined as an unambiguous set of rules that may guide the 

rater in the classification process. The level of detail and precision in the rules comprised in these 

schemes is highly variable but it was decided that even those rather superficial sets of rules would 

qualify as schemes in the review. The schemes had to include at least some illustrative case examples, 

a figure (e.g. a decision tree), or a walkthrough the process of classification, all of which aimed to 

facilitate the use of the proposed classification.  

 

Table 4-2 : Contemporary descriptive classifications of suicidal behaviours 

Author(s), 

date 

Name of 

classification 

Main categories of classification Type of 

classification 

Classif. 

scheme 

Devries, 

1968 

An 

Operational 

Classification 

of Suicidal 

Behaviors 

• Normal 

• Emotionally disturbed 

• Suicidal ideation 

• Threatened suicide 

• Attempted suicide 

• Committed suicide 

Comprehensive Yes 

Cohen, 

1969 

Suicidopathy • Suicidation 

• Suicidaction 

• Self-assault 

Comprehensive No 
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Beck et al., 

1973 

Classification 

of Suicidal 

Behaviors 

• Completed suicide 

• Suicide attempt 

• Suicidal ideas 

Comprehensive Yes 

Perr, 1979 Suicide 

Disorders 

• Suicidal ideation 

• Suicidal gesture 

• Suicidal act 

• Suicide, completed 

Comprehensive No 

Ellis, 1988 Dimensions of 

Self-

Destructive 

Behavior 

(Descriptive) 

Suicidal behavior 

• Suicide 

• Parasuicide 

• Ideation only 

• Self-destructive behavior 

without conscious intent 

Teleological (intent/motivation) 

• Instrumental 

• Cessation 

• Unknown/impulse 

Comprehensive No 

Rosenberg 

et al., 1988 

Operational 

Criteria for the 

Determination 

of Suicide 

• Suicide Single item Yes 

Lester, 

1990 

A 

Classification 

of Acts of 

Attempted 

Suicide 

• Failed suicide 

• Deliberate self-harm 

• Subintentioned self-harm 

• Counterproductive self-harm 

• Pseudo self-harm 

Specific No 

Barber et 

al., 1998 

Aborted 

Suicide 

Attempt 

• Aborted Suicide Attempt Single item Yes 

Shah, 

Ganesvara

n, 1999 

A possible 

clinical 

classification 

for the 

psychopatholo

gy of suicidal 

intent 

Suicidal intent 

• Ambivalent 

• Concealed 

• Mixed type 

• Continuous type 

Specific Yes 

Brown et 

al. 2006 

Classification 

of suicide 

attempts and 

• Definite Suicide Attempt 

• Possible Suicide Attempt  

Specific No 
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self-injurious 

behavior 

• Intentional Self-Injurious 

Behavior Without Suicide 

Intent 

• Possible/Potential Self-

Injurious Behavior Without 

Suicide Intent 

• Suicide Ideation  

• Possible Suicide Ideation 

Cholbi, 

2007 

Self-

Manslaughter 

• Self-Manslaughter Single item No 

Posner et 

al., 2007 

Columbia 

Classification 

Algorithm of 

Suicide 

Assessment 

(C-CASA) 

Suicidal events 

• Completed suicide 

• Suicide attempt 

• Preparatory acts towards 

imminent suicidal behavior 

• Suicidal ideation 

Non-suicidal events 

• Self-injurious behavior, no 

suicidal intent 

Other 

• No deliberate self-harm 

Indeterminate or potentially suicidal 

events 

• Self-injurious behavior, suicide 

intent unknown 

• Not enough information 

Comprehensive Yes 

Lester, 

2009 

A proposal for 

a 

nomenclature 

for suicide 

• First degree suicide 

• Second degree suicide 

• Third degree suicide 

• Voluntary self-death 

• Involuntary self-death 

Specific No 

Crosby et 

al., 2011, 

Matarazzo 

et al., 2012 

Self-Directed 

Violence 

Classification 

System 

(SDVCS) 

Thoughts 

• Non-suicidal self-directed 

violence ideation 

• Suicidal ideation 

Behaviors 

• Preparatory 

• Non-suicidal self-directed 

violence 

Comprehensive Yes 
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• Undetermined self-directed 

violence  

• Suicidal self-directed violence 

Fedyszyn 

et al., 2012 

Classification 

Algorithm for 

the 

Determination 

of Suicide 

Attempt and 

Suicide (CAD-

SAS) 

O’Carroll et al.’s (1996) nomenclature 

items: 

• Suicidal Ideation 

• Suicide-Related Behavior 

o Instrumental Suicide-

Related Behavior 

o Suicidal Act 

Comprehensive Yes 

American 

Psychiatric 

Association

, 2013  

Diagnostic and 

Statistical 

Manual of 

Mental 

Disorders 

(DSM-V) 

• Suicidal Behavior Disorder 

• Non-Suicidal Self Injury 

Single item (two 

single items) 

Yes 

World 

Health 

Organizati

on, 2016 

International 

Classification 

of Diseases 

10th revision  

(ICD-10) 

• Intentional self-poisoning 

• Intentional self-harm 

 

Specific Yes 

Tucker et 

al. 2015; 

Rogers et 

al., 2017 a, 

b 

Acute Suicidal 

Affective 

Disturbance 

• Acute Suicidal Affective 

Disturbance 

Single item Yes 

Galynker 

et al., 

2016, 

Rogers et 

al., 2017b 

Suicide Crisis 

Syndrome 

• Suicide Crisis Syndrome Single  item Yes 

 

4.4.1 Comprehensive classification systems 

In 1968, Alcon G. Devries (1968) proposed a classification of suicidal behaviours or processes as 

opposed to acts, with a predictive aim. By using this system, Devries tried to avoid using intent in his 

dynamic approach to the definition of suicidal behaviour. He illustrated his categories using clinical 
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examples, but did not provide precise operational definitions of basic categories (i.e. ‘suicidal ideation’, 

‘emotionally disturbed’, ‘threatened’, ‘attempted’, or ‘committed suicide’). 

In the same line of thought, Cohen (1969) described a “pathological biopsychosocial process” (p. 67) 

that he called ‘suicidopathy’. He distinguished three clinical manifestations called ‘suicidation’ (mental 

process), ‘suicidaction’ (behavioural process) and ‘self-assault’ (resulting in physical trauma) that are 

part of a continuous process and he gave a definition for each manifestation.  Cohen suggested that 

his categories be “introduced into the psychiatric nomenclature” and “appended to the primary 

psychiatric diagnosis” (p. 67).  

A highly significant effort at elaborating a precise classification was undertaken by a committee formed 

by Beck and colleagues in 1973 under the auspices of the American National Institute of Mental Health. 

This classification comprises precise definitions of basic concepts (‘Completed Suicide’, ‘Suicide 

Attempt’, and ‘Suicidal Ideas’) and a list of modifiers for each category, also precisely defined. The 

authors provided a simple but clear classification scheme, illustrated by three case examples. There 

was no attempt to describe a process, and intent was operationally defined. This classification served 

as a basis for the elaboration of other nomenclatures and classifications, O’Carroll and colleagues’ work 

(1996) being the best-known example.  

In a letter to the editor of the American Journal of Psychiatry, Perr (1979) was probably the first to 

suggest adding ‘suicide disorders’ as a diagnostic category to the third version of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM). He proposed four components: ‘suicidal ideation’, 

‘suicidal gesture’, ‘suicidal act’, and ‘suicide, completed’. However, he did not provide a complete 

definition of these terms in his letter.  

Ellis (1988) attempted to integrate all previous classification efforts and developed a multidimensional 

classification that included ‘descriptive’, ‘situational’, ‘psychological’, and ‘teleological’ dimensions. Of 

particular interest is the ‘descriptive’ dimension, for which he provided a classification system based 
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on the following criteria: ‘suicidal behavior’, ‘method’, ‘lethality’, ‘communication’, ‘other victims’, and 

‘prior attempts/threats/ideation’ categories (p. 366). He also provided a classification of intent and 

motivations as part of the ‘teleological’ dimension, but no classification scheme.  

A little less than 20 years later, Posner and colleagues (Posner, Oquendo, Gould, Stanley, & Davies, 

2007) developed the Columbia Classification Algorithm of Suicide Assessment (C-CASA) to enable the 

American Food and Drug Administration to analyse suicide risk related to the use of anti-depressants 

in a paediatric population. The aim was to provide a standardized rating system comprising an 

exhaustive system of categories of behavior with a rating guide and a training package. The definitions 

used are mainly those of O’Carroll et al.’s nomenclature (1996). 

In 2011, the American Center for Disease Control proposed the Self-Directed Violence Classification 

System (SDVCS), which is described in two papers (Crosby, Ortega, & Melanson, 2011; Matarazzo, 

Clemans, Silverman, & Brenner, 2013). Matarrazzo et al. (2013) provided a good insight into the SDVCS, 

while simultaneously proposing a detailed and practical crosswalk between the CDC’s (SDVCS) and the 

FDA’s (C-CASA) classifications.  

Fedyszyn et al. (Fedyszyn, Harris, Robinson, & Paxton, 2012) proposed the Classification Algorithm for 

the Determination of Suicide Attempt and Suicide (CAD-SAS). These authors took the classification 

effort a step further by providing a clear classification scheme based on the definitions of O’Carroll et 

al. (1996) and a set of classification rules in the form of decision trees. The authors emphasized that 

the focus of their work was addressing a main methodological issue in research: “(…) that of 

distinguishing [suicide attempts and suicide] from non-suicidal deliberate self-harm, accidents, and 

accidental deaths” (Fedyszyn et al., 2012, p. 151).  

 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

108 
 

4.4.2 Specific classification systems 

The aim of David Lester’s classification (1990) was to contribute more detailed knowledge (“Is self-

harm foreseen?”) and intent (“Is self-harm desired?”) to the classification of acts previously named 

attempted suicide or parasuicide, i.e. non-fatal suicidal behavior. The categories were the following: 

‘failed suicide’, ‘deliberate self-harm’, ‘sub-intentioned self-harm’, ‘counterproductive self-harm’, and 

‘pseudo self-harm’. He did not provide any operational definitions of his categories or a classification 

scheme.  

Shah and Ganesvaran (1999) proposed a classification of clinical manifestations of intent, and tested a 

validation process using clinical cases. They distinguished between ‘ambivalent’, ‘concealed’, ‘mixed 

type’, and ‘continuous type’ suicidal intent, and defined each one of them. The authors provided real-

life clinical cases to illustrate their categories.  

Brown and colleagues (Brown, Jeglic, Henriques, & Beck, 2006) proposed what they called a 

‘classification scheme’ based on evidence (definite, uncertain/potential, none) of intent and self-

injurious behaviour. They distinguished between ‘Definite’, ‘Possible Suicide Attempt’, ‘Intentional 

Self-Injurious Behaviour Without Suicide Intent’, ‘Possible/Potential Self-Injurious Behaviour Without 

Suicide Intent’, ‘Suicide Ideation’, and ‘Possible Suicide Ideation’. They did not provide an operational 

definition of ‘evidence’; however, they recommended the use of existing scales (e.g. Beck et al.’s 

Suicide Intent Scale).   

In 2009, Lester (2009) suggested another classification, that of suicide and self-death, i. e. fatal suicidal 

and non-suicidal behaviour, in analogy to “first, second, and third-degree murder and voluntary and 

involuntary manslaughter” (p. 685). The categories were thus: ‘first’, ‘second’, and ‘third degree 

suicide’, and ‘voluntary’ and ‘involuntary self-death’. No detailed classification scheme was provided.  

The 10th revision of the International Classification of Diseases (ICD-10, WHO, 2016) was adopted in 

1990 by the World Health Assembly and its current version was updated in 2016. The World Health 
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Organization (WHO) created the first version of the classification of morbidity (ICD-6) in 1948. The 

successive versions of ICD-10 from 2003 (second edition) to the current version (2016) include 

‘purposely self-inflicted poisoning or injury’, and ‘suicide (attempted)’. Categories are grouped under 

‘Intentional self-poisoning’ and ‘Intentional self-harm’ and list a wide range of possible methods, 

places of occurrence and activities. The ICD-10 includes a general user guide for the whole system 

(Volume 2) but does not provide a set of rules to determine intent or lethality.  

 

4.4.3 Single classification items 

A major step in the process of classification was taken by Rosenberg and colleagues (1988) when they 

published the Operational Criteria for the Determination of Suicide (OCDS). The aim of the authors was 

to design and standardize methods for classifying suicides in order to have reliable suicide statistics for 

research and prevention. Their article provided a method to determine what should be considered as 

evidence of self-infliction and explicit, implicit or indirect evidence of intent.  

Barber and colleagues (Barber, Marzuk, Leon, & Portera, 1998) introduced the concept of ‘aborted 

suicide attempt’ with the aim of helping suicide prediction. The authors created a scale to test this 

construct and devised a set of rules to correctly classify this behaviour. They tried to retrospectively 

demonstrate the predictive value of their construct with respect to suicide attempts on a sample of 

135 subjects.  

Cholbi (2007) developed a new category of self-inflicted death for cases where death occurs neither 

intentionally nor accidentally (NINA): ‘Self-manslaughter’. The author’s argumentation takes part in a 

long-standing philosophical debate on the nature of suicide and suggests many theoretical, moral and 

legal implications. The author does not provide an explicit scheme to classify such deaths.  

In the chapter “Conditions for Further Study” of the fifth version of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5), the American Psychiatric Association (APA) (2013) proposed two 
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new distinct diagnostic entities called ‘Suicidal Behavior Disorder’ (p. 801) and ‘Non-Suicidal Self-Injury’ 

(p. 803). Up to the current version of DSM-5, suicidal behaviour was considered as a possible symptom 

of certain psychiatric disorders (e.g. Borderline Personality Disorder). Like for the other diagnostic 

categories in the manual, the APA suggests a full range of criteria for classifying behaviors under these 

new categories. The aim of the APA is to promote research to validate these constructs.  

A new clinical category, ‘Acute Suicidal Affective Disturbance’, has recently been proposed in three 

different papers (Rogers, Chiurliza, et al., 2017; Rogers, Galynker, Yaseen, DeFazio, & Joiner, 2017; 

Tucker, Michaels, Rogers, Wingate, & Joiner, 2016). These authors provide insights into the validation 

process of their construct. They give details of their testing material and thus an outline of classification 

rules. Like Barber and colleagues’ ‘aborted suicide attempt’ (1998), the aim of the new category they 

propose is to better predict suicide, with a focus on short-term risk.  

A similar category, ‘Suicide Crisis Syndrome’, is presented in two papers (Galynker et al., 2017; Rogers, 

Galynker, et al., 2017) by the same group of authors. One of these papers (Rogers, Galynker, et al., 

2017) compares this category with ‘Acute Suicidal Affective Disturbance’, as it primarily has the same 

short-term predictive aim applied to suicide. The authors provide an outline of classification rules.  

 

4.5 The issue of intent 

As illustrated below, all the classifications that were cited except two mention intent as central to the 

definition of their different categories. However, one can draw a clear line between authors who 

provide a practical method to determine the level (or some aspect) of intent and those who do not. 

The method to determine intent is usually part of what is called a classification scheme, and 

consequently practically all classifications that include a scheme also include a method to determine 

intent. Papers will now be reviewed based on the presence or absence of a classification scheme and 

see how it impacts the definition of intent in the respective classifications.   
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4.5.1 Classifications with no scheme 

Most of the early authors pointed to the difficulty of providing an operational definition of suicidal 

intent or simply tried to avoid it. For example, Devries (1968) used ‘antecedent conditions’ as a way to 

deduce intent rather than define or measure it directly. Cohen (1969) chose to focus on ‘clinical 

manifestations’ and derived intent therefrom. Perr (1979) is the only author in the review who did not 

mention intent. Ellis (1988) provided a classification of motives and intent(s) and distinguished 

instrumental intent from cessation intent (and unknown intent); however, no operational definition 

was provided.  

Lester (1990) proposed a rather subtle distinction of levels of intent on a theoretical basis, he does not, 

however, provide a method to determine whether self-harm is foreseen or desired. His distinction 

among various ‘degrees’ of suicide (Lester, 2009) is based on a theoretical approach to intent.  

Brown et al. (2006) proposed the use of three different scales, the Lethality Scale, the Scale for Suicide 

Ideation, and the Beck’s Hopelessness Scale to determine evidence of intent and categorized behaviors 

on the basis of their proposed classification (Brown et al. 2006).  

Cholbi’s (2007) discussion centred on ‘neither accidental nor suicidal’ deaths, and thus on intentional 

aspects of classification. His discussion does not mention any practical method to determine intent.  

 

4.5.2 Classifications including a scheme 

Beck et al. (1973) tried to provide an operational way of determining intent from available evidence, 

e.g. the subject’s self-reports, unnecessary risk-taking behaviours, and the determination of the 

subject to end his or her life as deduced from the circumstances of the act. The assessor is expected 

to give a level of intent in order to help classify the subject’s behaviour.  
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The main focus of Rosenberg et al.’s (1988) article, in addition to determining evidence of self-

infliction, is on what can be considered evidence of intent in the process of classifying a death as 

suicide. These authors list categories such as explicit, implicit or indirect, verbal or non-verbal 

expression or evidence of intent, e.g. preparations for death, expressions of farewell or hopelessness.  

Barber et al. (1998) suggested a method to detect a possible “change of mind” in a subject’s behaviour 

and intent, the latter being central to the operational definition of ‘aborted suicide attempt’. The 

central topic of the work of Shah and Ganesvaran (1999) was the identification of different aspects of 

suicide intent at the practical level.  

C-CASA’s (Posner et al., 2007), SDVCS’s (Crosby et al., 2011; Matarazzo et al., 2012), and CAD-SAS’s 

(Fedyszyn et al., 2012) classification schemes include a user-friendly clinical guide to determine 

different levels of intent. The DSM-5 (APA, 2013) criteria for the classification of ‘Suicidal Behavior 

Disorder’ and ‘Non-Suicidal Self Injury’, include an explicit scheme to determine intent. The WHO’s 

ICD-10 (2016) stands apart, as it does not include a method to define or categorize intent.  

The dimension of intent in the definition of Acute Suicidal Affective Disturbance and Suicide Crisis 

Syndrome is exemplified in the following excerpt from Rogers, Galynker et al. (2017): “ASAD is 

characterized by escalating, conscious suicidality, with the cardinal symptom of drastically increasing 

suicidal intent, and accompanying symptoms of social withdrawal, hopelessness, and over-arousal. On 

the other hand, the core symptom of SCS is entrapment” (p. 418). The actual presence of intent in the 

‘Suicidal Crisis Syndrome’ is optional.  

 

4.6 Discussion 

From the 1960s to the present, a chronological excursus suggests that the first classification efforts 

aimed at being comprehensive at the theoretical level, with less emphasis on operational aspects, as 

illustrated by Devries’ (1968), Cohen’s (1969), Perr’s (1979), and Ellis’ (1988) proposals. Most studies 
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appeared to concentrate on the organization of ideas, before drawing direct correlates with reality 

tests. A notable exception was Beck et al.’s classification that not only aims to be comprehensive but 

also to provide a practical tool for use in research and clinical settings. These features, which were 

uncommon at that time, explain the historical value of this classification as a reference for later works.  

The majority of recent classifications include a classification scheme, pointing to a higher level of 

preoccupation with possible clinical use and with testing the validity of constructs. The evolution of 

these schemes is also significant. From Beck et al.’s (1973) to Rosenberg et al.’s OCDS (1988), all the 

way to Fedyszyn et al.’s CAD-SAS (2012), classification schemes became increasingly precise and 

practical. Two classifications are worth highlighting as they are recent, and aim both at 

comprehensiveness and practical use: the Columbia Classification Algorithm of Suicide Assessment (C-

CASA) by Posner et al. (2007), and the CDC’s Self-Directed Violence Classification System (SDVCS) by 

Crosby et al. (2011). The level of development of these classifications reflects increased interest and 

involvement of public administrations in the subject of classification. On the one hand, the American 

Food and Drug Administration pushed for the development of C-CASA with a concern for the secondary 

effects of drugs; and on the other, the Centers for Disease Control did the same with the SDVCS, with 

the aim of developing efficient surveillance systems for the American population.  

On another level, it is significant that the two main classification systems used in mental health around 

the world, i.e. the ICD (WHO, 2016) and the DSM (APA, 2013), do not incorporate a comprehensive 

classification of suicidal behavior. The latter, DSM edition 5, is a diagnostic manual, specifically 

designed to help diagnoses and classify disorders. The APA recently proposed two new diagnostic 

entities that incorporate suicidal behaviour in specific disorders: Suicidal Behavior Disorder and Non-

Suicidal Self-Injury. These proposals could have significant consequences (De Leo, 2011), as disorders 

in DSM serve as a reference for American public and private health insurance, as well as for drug 

companies as a basis for pharmacological studies (with potentially enormous economic 

consequences). However, the aim of comprehensive classifications of suicidal behaviors is not to 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

114 
 

classify disorders, but to organize a complex reality made up of subtle differences into sets of precisely 

and consensually defined categories, not diagnoses. They also aim to standardize terminologies and 

definitions: suicidologists are far from reaching a consensus in this respect (Silverman & De Leo, 2016). 

So, the question remains: how one can define a disorder or propose a ‘condition for further study’ 

when the behaviours that characterize them are not consensually defined?  

The position taken by WHO (2016) in classifying self-poisoning and self-harm, which is primarily based 

on method and does not propose any definition of intent, is rather prudent, but possibly appropriate 

for a field where there is very little consensus.  

As illustrated by the review, there are many discrepancies between classifications, either because of 

differences in range, or the presence, absence, or level of detail of a specific set of rules to categorize 

behavior or intent. At the least, classifications differ in terminology and in the precise definition of their 

respective categories. Despite the undeniable value of existing crosswalks, it is clear that a universal 

set of terms and basic definitions would help lay the ground for a common standardized classification. 

Standardized categories of behavior would enable valid comparison of rates of fatal and non-fatal 

suicidal behavior worldwide that would, in turn, facilitate the comparison and (meta)analysis of studies 

evaluating the efficiency of existing suicide prevention strategies.  

4.6.1 Limitations  

The distinction between classifications and their terminological and definitional basis, i.e. 

nomenclatures, is to a certain extent, arbitrary. Nomenclatures were reviewed in Chapter 2 and its 

related article (Goodfellow, Kõlves, & De Leo, 2018) that highlighted this distinction. However, from 

another perspective, this distinction could also be the presence or absence of a classification scheme. 

Despite a certain confusion between the terms ‘classification’ and ‘nomenclature’ in the literature, as 

far as possible, the contributing authors’ point of view was respected, and the presence or absence of 

a scheme was an optional aspect of classification. In the three reviews, distinctive characteristics 

among the various concepts of definition, nomenclature, classification, classification scheme, and 
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intent were emphasized; the aim being to clarify concepts as a step toward the standardization of 

terminologies, and ultimately toward an internationally applicable classification of suicidal behaviours.  

This review was limited to descriptive classifications, and some well-known classifications such as those 

of Baechler (1980) and Shneidman (1968) were thus not included. Classifications based on other 

aspects than descriptive are so diverse that they could probably not be used as a basis to reach 

universal agreement on categories and their operational definitions. The present review is limited to 

papers published in English. Further research should concentrate on international linguistic and 

cultural aspects of classification. The time frame was also limited to contemporary publications. A 

review of older classifications may provide additional insights on the subject. 

 

4.7 Conclusion 

This chapter systematically reviewed contemporary classifications of suicidal behaviour. The range 

(comprehensive vs. restricted or single classification items), the presence or absence of a classification 

scheme and an operational definition of intent were used as factors to enable analysis and comparison 

of these classifications. The chronology reveals that classification systems are becoming increasingly 

precise and operational for clinical and research purposes. On the other hand, the review highlights 

the development of new classification systems despite lack of international consensus on definitions 

and terms related to suicidal ideation and behaviour. This could lead to an increased level of confusion 

and further hamper the advancement of research in suicidology. The whole purpose of the research 

presented in this dissertation is to counteract this phenomenon, use the experience accumulated in 

previous attempts at universal nomenclatures, terms, definitions, and classifications to methodically 

move towards more universality. 
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5 TERMS, MEANINGS, AND CONTEXTS 

 

 

 

5.1 Introduction  

According to well-established and quite elaborate beliefs, some children refuse to be born and 

therefore kill both themselves and their mothers by assuming a transversal position (breech 

presentation) in the womb. The principal significance of this belief for an understanding of the 

role of suicide in Mohave culture is that these “suicides” are thought to be planned by such 

infants while still in the womb. (Devereux, 1961; p. 331) 

 

This excerpt from Devereux’s study Mohave ethnopsychiatry and suicide suggests how strikingly 

different the definition of suicide can be across cultures in the world. So far, English language published 

terminology and definitions were the focus. It is beyond the scope of this dissertation to exhaustively 

review all English and non-English terms and definitions attached to suicidal behaviour around the 

world. Indeed, as mentioned in the introductory chapter, the final aim of the research program 

detailed in this dissertation is to reach an internationally applicable nomenclature for suicidal 

behaviours using English language terms and definitions. However, this dissertation would possibly be 

incomplete without providing a few contextualizing insights on the origins of the word suicide and how 

the appearance and current use of this word is profoundly marked by Western culture, as opposed to 

other terms and meanings in different cultures around the world that will probably never be used 

universally. As the citation at the beginning of this chapter can be thought provoking, providing a few 

examples of terms and meanings in non-European cultural settings could lend perspective to the 

universal use of a common English-language nomenclature and give an idea of how such a set of terms 

and definitions can be disconnected from all the meanings that may be attached to suicidal behaviours 
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across the world. This perspective could help understand what a universal nomenclature is and what 

it is not, and what its aims could be in a global context.  

This chapter will provide a few insights into the intricacies between terms, their meanings, and the 

context in which these terms and meanings are used to describe suicide and suicidal behaviours. The 

origins of the word ‘suicide’ and its original meaning in Europe will be outlined by citing two 

contributions by Minois (1995) and Barbagli (2015). Two classical examples of scientific definitions of 

suicide by Emile Durkheim (1897) and Karl A. Menninger (1938) before the appearance of suicidology 

as a specific discipline in the 60’ will then be detailed. After this, the focus will move away from 

European culture and review terms and meanings used to describe suicide in Oceania based on an 

unpublished research by an Italian anthropologist, Dr Anna Ziliotto. A review of the various terms and 

meanings used to talk about suicide among the Kanak indigenous people in New Caledonia will then 

be presented and contextualized from a historical perspective in order to shed some light on the 

reasons why the French word “suicide” is now the only official term to name suicide. This chapter will 

end by a short literature review of stigmatizing and misleading English-language terms for suicide and 

suicidal behaviours.  

 

5.2 Origins of the word suicide in Europe 

According to Minois (1995), the term ‘suicide’ was born in England during the seventeenth century. It 

first appeared in a text by Sir Thomas Browne, Religio Medici, written in 1636 and published in 1642. 

Minois states that the appearance of this word was related to Browne’s urge to distinguish suicide 

from the murder of another person. He also wanted to distinguish the Christian and totally 

condemnable ‘self-killing’ from Cato’s heathen ‘suicidium.’ The term was built from the Latin words 

‘sui’ (self) and ‘caedes’ (murder). Minois also states that this term appeared independently in a casuist 

treatise in 1652, and started to be commonly used in England during the 1650’s. The word ‘suicide’ 

appeared as a substantive noun and had to be used with a verb (i.e. to commit) to name the action. 
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The English term then passed on to French, Spanish, Italian, and Portuguese during the eighteenth 

century. The French word “suicide” was also used as a verb “se suicider” but it was always used with a 

redundant personal pronoun “se” (i.e. him or her-self) and never in a correct way (“je suicide”), which 

according to the author was related to the fact that its meaning could never be totally detached from 

the “murder of self” (“meurtre de soy mesme”) which was highly condemnable. Minois highlights that 

from the Middle Ages up to the Renaissance the act of killing oneself was always tightly bound with 

moral values and constantly dealt with in ambivalent ways. Indeed, according to Minois (1995), the 

history of suicide in Europe throughout that period was characterized by the struggle between those 

who wanted to condemn it entirely and those who considered there was some noble form of suicide 

that was acceptable and sometimes even admirable. This noble form of suicide had nothing to do with 

the self-killing of the mob, viewed by the Church as a form of despair and thus the worst form of sin. 

The word ‘suicide’, according to Minois (1995), is thus bound with the moral values of the seventeenth 

century Western world. The words we use today to describe suicidal behaviour thus appear to be 

historically and morally value laden.  

Barbagli (2015) attributes the same origin to the word suicide. He details its progressive use in England 

and its slow progress throughout Europe during the eighteenth century. As Minois (1995), he highlights 

that suicide was a neologism created to name an already existing behaviour that until then was only 

referred to by using the word ‘murder’. Indeed, the author highlights that suicide was just as 

condemnable as murder, and was considered the worst sin. Barbagli (2015) writes that in some parts 

of Europe and during some periods killing oneself was considered to be even worse than killing 

someone else. According to him, the appearance of the new word suicide in the seventeenth century 

corresponded with an important shift in moral values in Europe during that time.  

According to both authors, suicide was progressively less condemned in Europe after that period. 

Minois (1995) states that this led to the progressive medicalization of suicide. Barbagli (2015) states 
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that this shift in attitudes is one of the determining causes of the supposed rise in suicide rates in 

Europe during the eighteenth and nineteenth centuries.  

 

5.3 Two classic scientific definitions of suicide 

One would suppose that what Minois (1995) called the ‘progressive medicalization of suicide’ during 

the eighteenth and nineteenth century would logically have resulted in a vast wealth of scientific 

literature at the beginning of the twentieth century. However, in 1938 Menninger (1938) notes that 

this was surprisingly not the case. He contrasts this to the fact that suicide rates were high in America 

at the time, and relates this situation to the taboo surrounding the topic of suicide. Indeed, it would 

appear that the scientific study of suicide took some time to develop into a specific discipline in the 

1960’ (Maris, 1993). Nevertheless, and in order to provide some context to the literature reviews 

presented in Chapters 2-4, which detailed contemporary nomenclatures, definitions, and 

classifications, it may be worthwhile to present two earlier definitions that can be considered of 

scientific value and are actually often cited to this day. 

In 1897, Emile Durkheim published Suicide: A study in sociology (Le suicide. Étude de sociologie, 1897) 

in which he used suicide as a subject to introduce a scientific (empirical) methodology in sociology. His 

book could be considered the starting point of empirical sociology. Throughout this document, he 

details a fourfold etiological typology of suicide, i.e. egoistic vs. altruistic and anomic vs. fatalistic 

suicide. In the introduction chapter, Durkheim arguments his definition of suicide: “All cases of death 

resulting directly or indirectly from a positive or negative act of the victim himself, which he knows will 

produce this result” (Durkheim, 1897, p. 5, translated from French). The major components of this 

definition, i.e. death resulting from self-inflicted action (or inaction) and knowledge of the (direct or 

indirect) consequences of the action, can be found in later definitions. Durkheim deliberately excludes 

intent from his definition, and his argument for doing so is that intent is not observable. It is said to be 

too intimate to be precisely observed from outside (p. 4). He even states that intent cannot be 
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observed by oneself introspectively. Indeed, the whole point of his book is to detail the external causes 

of suicide, while considering that psychiatric disorders could only modestly if at all, explain the variable 

rates of suicide in Europe at that time.  

In his book Man Against Himself the American psychiatrist Karl Menninger (1938) gives a definition of 

suicide that could appear to be quite in contradiction with the one by Durkheim cited above. 

Menninger’s definition is in line with Freud’s theory of the death instinct and its etiological relation to 

suicide, although he states that none of Freud’s writings was ever entirely focused on the issue of 

suicide: 

 (…) suicide must be regarded as a peculiar kind of death which entails three internal elements: 

the element of dying, the element of killing, and the element of being killed. Each of these 

requires separate analysis. Each is an act for which there exists motives, unconscious and 

conscious. The latter are usually evident enough; the unconscious motives are now to be our 

chief consideration.” (Menninger, 1938, p. 24) 

Indeed, Menninger then details these unconscious motives, i.e. the wish to kill, the wish to be killed, 

and the wish to die. According to the author the wish to kill is related to the primary aggressiveness 

that every human being experiences during his development. The wish to be killed is related to the 

turning back against the self of this aggressiveness resulting from the impossibility of maintaining 

normal external emotional investments. The wish to die is related to a direct emanation of the death 

instinct. All these motives or instincts are more or less tempered and sometimes neutralized by the 

presence of erotic, constructive, or life-instincts, and this explains the various degrees of self-

destruction that can be encountered in clinical practice. Indeed, according to Menninger, suicide is one 

of the various forms self-destruction can take in human behaviour. Whether self-destruction’s 

outcome is death, auto-mutilation, addiction, or psychosis, is mainly a question of degree of self-

destruction.  
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These two classic definitions were provided to illustrate how context and theoretical framework have 

a determining influence on the meaning of terms. In these two examples the same term, suicide, has 

two different meanings despite the fact that they are both products of Western society a few decades 

apart, one is based on the unconscious explanation, the other is purely phenomenological. This 

difference illustrates a debate that took place among western scholars at the beginning of the 

twentieth century regarding the causes of suicide. These two scholars however share a common 

conception of intent that is not immediately accessible to observation. Durkheim decides to set it aside 

as it is not accessible to empirical science and to focus on ‘external’ causes, and Menninger suggests 

diving into the unconscious ‘depths’ of the human mind to access it, in line with the dominating 

psychoanalytic conception of the human mind during the first half of the last century.  

 

5.4 Terms and definitions for suicide in the Pacific Islands 

After this overview of the origin and historical use of the word ‘suicide’ in Western culture, a review of 

terms and their respective definitions in a distinct part of the world will now be presented. This review 

covers existing terms and definitions that are traditionally used in the Pacific Islands.  

As will be detailed below, the literature on the subject of suicide among the indigenous people living 

in the Pacific Islands is quite recent. One of the first and most famous authors on the subject is 

Bronislaw Malinowski, who originated the school of social anthropology known as ‘functionalism’. 

Among his numerous writings, two in particular describe suicide as a traditional behaviour among the 

people living in the Trobriand archipelago in Eastern Papua New Guinea. The first is Crime and Custom 

in Savage Society (Bronislaw Malinowski, 1926) and the second is The Sexual Life of Savages in North-

Western Melanesia (1929). These two works describe a traditional form of suicide named lo’u in which 

the victim jumps off a palm tree in public and wearing a ceremonial outfit. He illustrates this behaviour 

by numerous examples. The author also describes a second type of suicide by poisoning. It may be 
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worth noting from the outset that the word lo’u describes a precise method for suicide performed in 

some very particular circumstances related to traditional customs of the Trobriander people.  

The second significant source of literature on the subject of suicide in the Pacific Islands are the 

conference proceedings from the Culture, Youth, and Suicide in the Pacific East-West Center 

Conference (Hezel, Rubinstein, & White, 1985). This conference was organized in Honolulu, Hawaii in 

the 1980’ when the Pacific Island people witnessed very high rates of suicide affecting mainly younger 

generations. One of these papers (Bowles, 1985) highlights the historical effect of limiting access to 

means on suicide rates when in Western Samoa suicide deaths reached epidemic proportions. These 

suicide deaths were caused by voluntary intoxication using a herbicide called paraquat. Imports of 

paraquat in Western Samoa decreased for economic reasons during the eighties and awareness 

programs encouraged people to lock up their reserves of paraquat, and this had the effect of 

spectacularly lowering suicide rates.  

The following table (Table 5- 1) is based on a review of the literature carried out in 2014 by an Italian 

anthropologist, Anna Ziliotto.  

Table 5-1 : International and Intercultural Glossary of Suicidal Behaviours – Oceania. Summary table 
based on an unpublished literature review by Anna Ziliotto (2014) produced here with permission of 
the author. 

International and Intercultural Glossary of Suicidal Behaviours - Oceania 

POLYNESIA 
Tikopia (Western Pacific) 

fokaforau It is used to indicate a voyage in two allied senses: In one sense, it indicates making 
a suicide voyage. The only way of leaving Tikopia is by sea and its least distance 
from other land is seventy miles. So, swimming out to sea is equivalent to suicide. 
In a second sense, the compulsion is external. This takes form in an order given to 
a man by an executant acting in the name of a chief (Firth, 1978, p. 249) 

Western Samoa 

toa’i suicide. The first word for suicide recorded. (Macpherson & Macpherson, 1985, 
p.36) Etymology unknown.  
Individuals may be led, out of shame and concern for the consequences of their 
conduct for their kin group, to die by suicide. In some cases, the decisions may be 
taken when an individual believes that he/she will become the object of public 
ridicule or contempt as a result of the discovery. 

MELANESIA 
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Kaliai (northwest New Britain, Papua New Guinea) – Lusi language 

tuva drinking fishing poison. Customarily it is done by drinking a 
concoction made of the Derris sp. vine (Counts, 1980b, p. 343) 

i panatei he killed himself. 
A person who dies by suicide is said to have been “killed with talk”. A person 
usually dies by suicide because he is caught in a situation of constant strife 
frequently with his spouse or because he has been shamed. A person may die by 
suicide as an expression of his grief and anger at being ill-used by others who have 
failed to treat him as they should. An act of suicide is the ultimate statement of 
the breakdown of social relationships (Counts, 1980a, p. 49) 

Bimin-Kuskusmin (Eastern Mountain-Ok region of the West Sepik Province, Papua New Guinea) 

sauk terotero 
kaanam-in 

to die by or on a taut rope 
It is a typical suicide by hanging. A suicide is equivalent to a “prone man”, who is 
the opposite of “Big Man” (prestigious, influential, politically and ritually 
powerful). Prone men defect in the finiik: they are known to carry into manhood 
their flawed childhood behaviors, and to be obviously defective men (Poole, 1985, 
p. 156) 

West Kwara’ae (Solomon Islands) 

li’o to die by suicide, be killed having requested it, or die by noose (hanging or 
strangulation).  
Its transitive form means to kill oneself, kill on request, or kill by noose. Hanging 
was never used for murders or in warfare, only for suicide. The noose was 
constructed with hand-made string in which three knots were tied to press on both 
sides of the throat when the victim jumped. Traditionally, suicide occurred 
primarily among women. Many myths and legends concern the suicide of female 
victims (Gegeo & Watson-Gegeo, 1985, p. 183) 

Kwaio (ethnolinguistic group of Malaita Island, Southeastern Solomon Islands) 
ri’onga It has the literal meaning strangle, but has become a generic term for suicide 

regardless of method. The most common method for suicide is by hanging, either 
from a tree in the jungle or from house rafters. Other methods are jumping off 
cliffs or walking into the sea. (Akin, 1985, p. 200) 

Trobriand (Kiriwina Islands, Milne Bay Province, Papua New Guinea) 

lo’u = jumping off a palm tree top. 
It is a form of suicide, in which a person climbs a tree and throws him- or herself 
down. Suicide is described as very common. It is performed as an act of justice, not 
upon oneself, but upon some person of near kindred who has caused offence. As 
such, it is one of the most important legal institutions (Bronislaw  Malinowski, 
1916; 1926, 1929) 

soka The taking of irremediable poison from the gall bladder of a globe-fish and by the 
milder method of partaking of some of the vegetal poison tuva, used for stunning 
fish. This poison acts with lightning rapidity (Bronislaw Malinowski, 1929) 

Fiji 

vakamatei 
koya vakai 

suicide (Hazlewood & Calvert, 1872) 
No etymology provided 

kukuna  (v. intr.) to strangle, or hang one’s self  
This is mostly done to be revenged on friends who have given offence. 
kuna-ta = (v.) to strangle. 
ai kuna = the string for strangling with (Hazlewood & Calvert, 1872) 
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rikai savu to jump over a precipice; to precipitate one’s self.  
The most common way to die by suicide in Fiji. 
rika (v. intr.) = to jump 
savu = (n.) a spout for water, also a waterfall, precipice; (v.) to run, or 
drift before the wind in sailing (Hazlewood & Calvert, 1872) 

Maenge (New Britain – New Guinea) 

ke rua hanged himself = suicide. 
Suicide among the Maenge appears to be a culturally determined act. The 
vernacular language has no general word for “suicide”; instead it has specific terms 
for “hanging” and for “to hang oneself”, namely ruanga (noun and gerundive form) 
and rua (verb). When reporting the exceptional cases of suicide, the informants 
had to use ad hoc periphrases, saying that the man in question “had killed 
someone, namely himself” (Panoff, 1977) 

Hewa (Western Highlands – New Guinea) 

ate ime = water went.  
Both drowning and suicide by drowning are considered a form of miniam (when 
people die of sickness or old age, i.e., what in English would be called “death by 
natural causes”). It appears that drowning is the only form of suicide practiced by 
the Hewa (Steadman, 1971)  

MICRONESIA 

Tobi Island (Trust Territory, near Palau) 
(e)risamaruh suicide; to kill oneself  

The fear, anger, and shame cluster is linked to violence, withdrawal and suicide. 
Suicide is perceived as a social disaster. In Tobian explanations of situations of 
deviance and/or conflict, fear, anger, and shame often appear together, especially 
in relation to suicide (Black, 1985) 

NEW ZEALAND 

whakamomori It is often translated as suicide (Māori). It is interpreted as “a deep-seated 
underlying sadness” and “an in-built tribal suffering”. It has also been defined as 
“grieving without a death”. The use of this term differs from iwi to iwi (Lawson, 
1998) 

UNITED STATES 

Island of Guam 

punȏ maísa to die by suicide 
punȏ (v. trans.) = to kill; to slay; to slaughter. 
maísa = alone, single, by itself (adj.); isolated, solitary, secluded (adj.); 
self, one’s own person (n.) (Von Preissig, 1918) 

pininȏ maísa suicide; person who dies by suicide. 
pininȏ = slaughter (n.); also the killing of the cattle etc., for human 
food (Von Preissig, 1918) 

 

Table 5- 1 shows that out of 18 terms or expressions to talk about suicide, 11 etymologically or 

semantically refer to a method. Among these, 5 refer to hanging or strangulating, 2 refer to drowning, 

2 refer to poisoning, and 2 refer to jumping from a high place. Three terms or expressions not referring 

to any method appear to have a similar etymological dual construction and meaning as the word 
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suicide, i.e. an element referring to killing or slaughtering, and an element referring to self or isolation: 

i panatei (Kaliai), (e)risamaruh (Tobi Island), and punȏ maísa (Guam).  

Some references in Ziliotto’s review mention that the language in question does not have a specific 

term or expression for suicide (these were not presented in Table 5-1). No references mention that 

terms cited in Table 5-1 may have been imported from elsewhere. 

In the frame of the Worldwide Study of Definitions and Terms for Suicidal Behavior © which will be 

presented in the following chapters, Sir Thomas Tarurongo Wynne - Communications Advisor to the 

Prime Minister of the Cook Islands - mentioned in his comments that in Cook Islands Maori Tuaite 

means to take one’s life. 

Most references cited which include some description of context with regards to suicide mention a 

particular traditional frame made of magical or social explanations, or particular customs related to 

suicide. The words used to describe the act or behaviour most often etymologically or semantically 

refer to this context, highlighting an intrinsic relation of the word or expression itself, and not simply 

the way it is used, to the cultural context in which it is used. It is probable that none of these words 

could thus satisfyingly describe what the word suicide referred to in Europe during the seventeenth 

and eighteenth centuries. These words probably carry cultural value in the same way languages do. 

This raises the question of how could a single word could overcome cultural variability. However, the 

fact that one can manage to place different words coming from very different cultural and linguistic 

contexts in the same table points to some underlying common value they may all have. It is the purpose 

of the research presented in this dissertation to find out what is this common value, despite the fact it 

cannot grasp the entire range of cultural variability.  
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5.5 The definition of suicide in New Caledonia 

The review of terms and definitions for suicide presented in this section will be contextualized by a few 

cultural and historical insights in order to understand how, despite a different cultural and historical 

environment from that of Europe, professionals now working in New Caledonia came to use the French 

word “suicide” and the Western concepts related to it to describe suicidal behaviours. By describing 

the implementation of the WHO/START Study in New Caledonia this section will also reveal how these 

professionals could further benefit from a standardized universal nomenclature for suicidal 

behaviours.   

 

5.5.1 Cultural and historical setting 

New Caledonia is a Melanesian archipelago situated in the southwestern Pacific (see Figure 5- 1). It is 

until now a French overseas territory. Its population is approximately 260 000 inhabitants and is 

composed of nearly 50% indigenous people called the Kanak. The rest of the population comprises 

descendants of various immigrated people, mainly European, but also Pacific Islanders, Indonesians, 

and southeast Asians.  
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Figure 5-1: Map of New Caledonia in the southwestern Pacific region 

The Kanak people are descendants of the first Austronesian settlers (approx. 1000 B.C.E.: Irwin, 1994; 

Kirch, 2000) and traditionally speak 28 different vernacular languages. The islands that compose New 

Caledonia are traditionally divided into 8 main linguistic and cultural areas (see Figure 5- 2) that are 

further subdivided into smaller linguistic areas. 
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Figure 5-2: Cultural and linguistic areas in New Caledonia 

Many anthropological studies have been implemented in New Caledonia, however no published ones 

have focused specifically on suicide or suicidal behaviours. According to the local health authorities, 

the age-standardized suicide rate is approximately 15 per 100 000 inhabitants (WHO reference 

population).  

The first anthropological reference to suicide in New Caledonia was by Leenhardt (1947). The author 

describes examples of suicide in the Hoauïlou region (ajië linguistic area) as an illustration of the way, 

according to him, Kanak perceive life and death to be on a continuum having blurred limits in 

comparison to European perceptions. According to him, there are several phases a dying person goes 

through before he or she reaches the land of the dead, which is not even clearly separated from the 

world of the living. Leenhardt states that suicide has an important role in the Kanak community and 

equates it to the search for a transcendent existence. The cases of suicide he describes are often that 

of women who seek revenge on a cheating husband. He compares these women to the Erinyes of 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

132 
 

Greek mythology in the sense that through death they could acquire the gift of ubiquity and submit a 

person to terror their whole life. According to Leenhardt, suicide was thus a powerful tool of social 

action. Barbagli (2015) cites Counts (1980b) herself citing Leenhardt (1947) in his concluding chapter 

criticizing Durkheim’s argument (1897) that ‘altruistic suicide’ is endemic amongst ‘lower societies’. 

Barbagli states that among populations living in the Pacific, suicide is on the contrary often used as a 

means to gain power. Barbagli (2015) parallels this to the content of his chapter on the history of 

suicide in the East, in which he states that suicide in China was often used by the weak as a means to 

gain power by way of fear imposed on the oppressor.  

According to Leenhardt (1947) and as mentioned above, the belief according to which the dead can 

influence the living is rooted in the belief that life and death are not quite separated. He describes how 

some illnesses or even insanity lead to a loss of social functions (p. 84) equating to a form of death. 

Leenhardt states that the sick and insane are defunct (the French word “défunt” means dead) and 

relates this to the etymologically related Latin word “defunctus” for death. Accordingly, another 

anthropologist, Salomon (2000, p. 56) states that disease places the subject in an intermediate state 

between life and death. These two findings could be further confirmed by a linguistic argument. In 

Drehu, the language of the island of Lifou (North of mainland, and part of New Caledonia), the same 

term mec(i) is used for death, dying, being sick, or sickness (Drilë Sam, 1995). 

Connecting this data to the general subject of this dissertation, intent to die in the definition of suicide 

would probably have a very different meaning for a European person living in Europe and for a Kanak 

person living in a traditional setting in New Caledonia. The terms and expressions used to name suicide 

in Kanak vernacular languages shall now be examined. 

 

5.5.2 Terms and expressions for suicide in Kanak vernacular languages 

Table 5- 2 is a glossary of terms used to describe behaviours related to suicide in 5 different cultural 

and linguistic areas in New Caledonia. It was prepared with the help of the local Kanak Languages 
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Academy (Académie des Langues Kanak), and some direct field research. Complementary information 

was obtained through some of the rare published documents on local languages in New Caledonia.  

Table 5-2: Glossary of terms related to suicide in five linguistic regions of New Caledonia 

Term Translation 
PAICÎ 

Pidëpunâ Suicide (No etymology provided) 

E pii otëpwe naa 
goronyêê 

Having a noose around neck 

Picatëmwârâ-ê 
goro kupwa 

To kill oneself using a rifle 

Agö naa nâ ticè To jump from a high place 

Pwa tuwâ têê côwâ Develop a method to kill oneself 

Pièti-é côwâ goro 
tara 

To mutilate oneself 

Picîrî-ê côwâ , töö-
é 

To burn alive or to die in a fire 

Wâdo o  To drink poison 

JAWE 
mac To die from natural or accidental cause 

wêi no To have a noose around one’s neck or to die by suicide by hanging 

pe thaliâng To kill oneself with a firearm 
A’JIË 

Yiwé To die by suicide. Na vi yiwé na dèxâ bwè = a woman died by suicide 

Jövèmii To kill oneself. Na jövèmii e na Jhon = Jhon took his own life 
Yöi rha kwé To tie a noose to hang onseself. (Na yöi rha kwé na Franck rö kêê cèki yiwê) 

XÂRÂCÙÙ 

kèè-pè mûgé rè muru 
rèè 

To take one’s own life again 
There is no other known method for suicide than hanging in this region 

Xûnù The act of hanging oneself. 

Faxûnù To hang someone. This term was once used in cases of exemplary judgment 
and punishment where the offender (especially men) was asked to hang 
himself. This meant that he had to say goodbye to his children and his wife, 
before putting the noose around his neck. If he did not do it, he was helped 
to do it, or else he was killed by a mortal blow, because his death sentence 
was definitive, be it by hanging or otherwise. 

Ùxûnù The place where hanging took place 
Kèè-xûnù To hang oneself 

Kèè-ko To catch, to trap. This term is used for bird traps, called xwâko rè märä (bird 
trap). But when used in the case of a suicide, it reinforces the idea that the 
person hanged himself with the help of a rope.  

Kèè-kwii  “do the rope” = informal way of saying to hang oneself 

DREHU  

Hnöjua Suicide 
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According to Lercari (2002), the A’Jië word “yiwé” means to make a noose, as in “yöi dèxâ wêê yiwé rö 

wêwa”, she ties a noose to the ceiling (to the joist). By extension the word appears to be used to name 

suicide whatever the method (e.g. jumping from a high place). According to the same author, the word 

“jövèmii” literally means to hit death, it is used to name the men or clans that die without descendance. 

Still according to Lercari, “yöi rha kwé” literally means to tie a rope.  

According to Drilë Sam (1995), the Drehu term for suicide is “hnöjua” (p. 65). It is composed of “hnö” 

meaning a trap made of a noose, and “jua” meaning a cape (i.e. a part of land reaching out in the sea), 

prominence, or promontory. This etymology could refer to a method for suicide, i.e. hanging, which is 

actually the most common way to die by suicide in New Caledonia. However, a myth from Lifou 

mentions a boy intentionally diving from the top a cape into the ocean with his horse. The myth 

describes how the young boy changes life and doesn’t actually go to his own end, but rather carries on 

in another form of life, beyond the end of the “jua”. The term “hnöjua” was often referred to by 

informants as an act implying death as much as a continuity through change. 

Out of the 21 terms and expressions cited in Table 5-2, only 3 have not been found to be etymologically 

related to a particular method. Out of these only the expression “kèè-pè mûgé rè muru rèè” (to take 

one’s own life again) could have a similar etymological construction than suicide, i.e. one part implying 

death (i.e. “taking life”) and another reflective part (i.e. “one’s own”). A vast majority of terms in this 

review thus refer to a particular method used to die by suicide, itself sometimes identified as having a 

cultural function and meaning.  

More generally, the question is raised as to whether the regular connection found between terms used 

to name suicide and a method used to perform it in the Pacific Islands implies a connection to cultural 

context. The results of the two short reviews of terms and definitions suggest so. The second question 

is whether terms constructed on the same model as the word suicide, i.e. a part implying death and a 

part implying self in a reflective manner, or isolation, are appropriate to name suicide in different 

cultures. These two questions call for further terminological reviews and a sound linguistic analysis.  
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A Kanak informant once said, “there was no suicide here, before the arrival of white men”. The 

fundamental question raised by this statement is whether it is true or not. 

 

5.5.3 Historical context of the use of the European term ‘suicide’ in New 

Caledonia 

Catholic and Protestant religious Missionaries landed in New Caledonia in the beginning of the 

nineteenth century and in 1853 the French colonization process began (Angleviel, 2005; Barbançon, 

2003; Naepels, 2013). New Caledonia was first a penitentiary colony, then a settlement colony. In the 

beginning of the twentieth century it became a nickel mining colony. By the slow and patient work of 

European missionaries among the Kanak indigenous populations during all this period, Christian morals 

progressively sunk in and blended with traditional beliefs, and ultimately became part of their moral 

standards (Leenhardt, 1947; Naepels, 2013). French progressively became the official language and 

was increasingly used by local indigenous populations as vernacular languages were being forbidden 

in public places (Leenhardt, 1947; Naepels, 2013). This enabled various indigenous populations being 

forced to live in reserves in different parts of New Caledonia to understand each other and organize 

rebellion (Naepels, 2013).   

It is thus possible that suicide and suicidal behaviours came to be named, defined, and moralized by 

indigenous populations according to Western Christian standards like many other behaviours. For a 

long time, suicide was morally condemned by the Kanak customary authorities, which are strongly 

influenced by Christian morals. According to many local informants, the Kanak view the individual as 

inseparable from his or her community and the laws of kinship govern practically all social behaviours. 

The body of a person is not his own property but rather his family’s, and when a suicide occurs in most 

parts of New Caledonia, the uterine clan has to “repay” this loss to the paternal clan by using a 

traditional custom of repayment and forgiveness. The respective influence of Christian and Kanak 

traditions on these customs is now extremely difficult to distinguish and would require a sound 
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historical and anthropological study, especially since Kanak traditions differ significantly from one 

cultural and linguistic area to another. It can however be safely said that the attitudes towards suicide 

have generally changed significantly since pre-colonization times. Today, local Church and customary 

representatives often ask public psychiatrists to inform and even train them to prevent suicide in their 

community. This could be paralleled with the change in official attitude of the Catholic Church towards 

suicide that took place, according to Barbagli (2015) during the nineteenth and twentieth centuries. 

The official terminology related to suicide and suicidal behaviour in New Caledonia today are French, 

as French is the only official language spoken by everyone. The definitions of suicide and non-fatal 

suicidal behaviour officially in use today rely on medical appreciation and police investigation rules in 

a French speaking environment, and as will now be shown, the definition of suicide is mostly empirical.  

 

5.5.4 The WHO/START Study in New Caledonia 

The WHO - Suicide Trends in at Risk Territories study (WHO/START Study: De Leo & Milner, 2010; De 

Leo et al., 2013; De Leo, Milner, & Xiangdong, 2009) was designed in response to growing concerns 

about suicide trends in the Western Pacific region. Its main objectives were to promote the use of a 

standardized method to record fatal and non-fatal suicidal behaviours thereby increasing reliability of 

suicide-related mortality and morbidity statistics throughout the world and understanding the cultural 

influences on fatal and non-fatal suicidal behaviours. The study relied on 4 main components, i.e. a 

monitoring component (component 1), an experimental component testing a simple and easily 

implementable prevention strategy (component 2), a psychological autopsy component (component 

3), and a follow-up component of highly lethal suicidal behaviour cases.  Components 1 and 3 of the 

WHO/START Study were implemented in New Caledonia between 2014 and 2015. Promoting 

standardized suicide registration strategies often implies first observing existing suicide death 

registration methods in the countries where the study is implemented. This is what happened during 
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the implementation of the monitoring phase, i.e. the WHO-START study’s component 1, in New 

Caledonia.  

New Caledonia’s death registration system is a medico-legal system. In every case of death, a medical 

doctor is in charge of filling in a death certificate that includes the presumed mode (natural, accident, 

suicide, homicide) and immediate causes of death in a de-identified part of the certificate. Indeed, the 

death certificate includes an identified part that is sent to the local civil registry office and a de-

identified part that is sent to the local health authority for inclusion in death statistics. In case of a 

violent death the certifying physician reports a ‘medico-legal obstacle’ and an autopsy is then 

performed to determine the mode and cause of death. The results of this autopsy are then sent to the 

justice department to include in the police investigation file, and a de-identified copy of the results is 

sent to the health authority for inclusion in the death statistics database. However, this entails two 

distinct paths by which the data gets separated into the health statistic data path and the justice data 

path. In some cases of violent death, the mode of this death cannot be determined through autopsy 

alone and the police investigation thus plays a crucial role in its determination. The results of this 

investigation are not communicated to the health authorities, which thus cannot include the mode of 

death in their database in cases where a police investigation was needed to determine it.  

It was decided that the inclusion cases of suicide into the WHO/START study database would rely on 

the results of justice and police investigations. At the end of the two-year monitoring phase, a 

comparison was done between the health authority’s statistics and the study database. This 

comparison revealed a difference of 5 cases. The local health authority had recorded 5 more cases of 

suicide deaths than the justice department had. To understand what had happened, the health 

authority’s statistical recording process during the two-year catchment period was examined and a 

flaw was found. Some cases in which the health authority did not have definite information regarding 

the mode of death had been included as suicide deaths based on the temporary conclusions of the 

certifying physician or those of the forensic doctor.  
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Why does this pertain to the question of definition? The role of police and forensic investigations in 

the case of a violent death is first and most importantly to eliminate homicide as a mode of death 

because of its heavy legal implications. Once the homicide option has been discarded, the investigators 

then have to determine if the death was due to suicide or an accident, as this has other legal 

consequences (e.g. insurance liability). These two steps entail a process relying at least in part on the 

definition of suicide. The distinction between accident and involuntary forms of homicide on the one 

hand, and suicide and murder on the other relies on a determination of intent and knowledge of the 

consequences of the act. The distinction between murder and suicide relies on an appreciation of the 

agent of the act. If investigators do not rely on a standardized method to determine agent, intent, 

knowledge, and thus the mode of death, the mortality data coming from investigations will be 

unreliable. In New Caledonia, the police investigators rely on empirical investigation methods that are 

not subject to any standardization process other than the training they received. From what could be 

determined, these methods were not based on an international standard, and investigators did not 

follow a standardized protocol for the determination of victim’s intent and knowledge of the 

consequences of the act.  

In the report that will be given to the local government at the end of the study, one of the 

recommendations will be to unite the data from health authorities and justice department into a single 

dataset as was done in the frame of the START Study; another will be the use of a standardized method 

to determine the mode of death for purposes of reliability. However, a standardized method to 

determine the mode of death should ideally rely on a standardized universal definition of suicide, 

which to this day does not exist. 

As has been shown in this section on the definition of suicide in New Caledonia, various terms and 

definitions for suicide have long coexisted. The French word ‘suicide’ was imported in the nineteenth 

century, along with the Western and Christian moral considerations attached to it. The term was 

progressively used by the local indigenous populations, who also incorporated the moral dimensions 
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attached to the concept of suicide. French being the only language spoken by the entire population, 

the term suicide became the official term to name a range of behaviours that until then were related 

to very different cultural customs than those related to suicide in Europe. However, despite the use of 

a term that is used throughout the world, no standardized definition is used to determine suicide as a 

cause of death in New Caledonia. This, as was detailed in Chapter 4, is comparable to what happens 

elsewhere in the world and what ultimately questions the reliability of international suicide mortality 

data (De Leo, 2015).  

 

5.6 Stigmatizing and misleading terms 

Despite the lack of an internationally agreed upon nomenclature for suicidal behaviours, some authors 

deem some regularly used English language terms as unacceptable and argument their stigmatizing 

and misleading character. Sometimes these authors suggest alternative terms to be used universally. 

Before taking further steps towards an international nomenclature, it seemed necessary to mention 

these terms and cite the authors that criticize their use. This section is included in this chapter as it 

directly pertains to the contexts in which terms and definitions may be used. Indeed, as will be 

illustrated below, some English language terms used to describe suicidal behaviours convey heavy 

moral connotations. This review is not systematic or in any way an exhaustive review of the literature 

on the subject. The reader may thus feel additions would need to be made to this list. The purpose of 

the present chapter is to open or keep open debates regarding which terms and definitions should be 

included or not in a universal nomenclature, rather than arriving at definitive conclusions. Chapter 8 

will propose an internationally applicable nomenclature. However, as will be apparent in that chapter 

and in the concluding chapter of this dissertation, this nomenclature is only a part of a wider and 

continuing process of agreement. Like any other nomenclature or classification, a universal 

nomenclature and a universal classification of suicidal behaviours cannot be definitive in any way. They 

will continuously be questioned and criticized.  One of the ways they can be criticized in a constructive 
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way is to understand and question the context in which they appeared and in which the terms and 

definitions that constitute them appeared and understand how this context may have left its mark and 

still convey unwanted moral meanings. Since moral values are culturally determined, the search for 

universality should include an ongoing search for moral surplus meanings attached to the terms and 

definitions proposed. Accordingly, Table 5-3 outlines stigmatizing or misleading terminology and 

proposed alternatives discussed in seven documents published between 1989 and 2013.  

 

 

Table 5-3: Stigmatizing or misleading terminology and proposed alternatives 

Authors Unacceptable terms Proposed alternatives 

Lester, 1989 • Completed suicide  

Canetto, Sara & Lester, 1995 • Completed suicide  

Canetto, S., 1997 • Attempted suicide 

• Completed suicide 

• Nonfatal suicidal behavior 

• Fatal suicidal behavior 

• Suicidal behavior 

Alberta Mental Health 
Board, 2009 

• Committed suicide 

• Completed suicide 
• Successful 

• Failure 

• Suicide 

• Death by Suicide 
• Died by suicide 

Olson, 2011 • commit suicide 

• successful suicide 

• failed suicide attempt  

• completed suicide 

 

Crosby et al., 2011 (CDC) • Completed suicide  

• Failed attempt  

• Nonfatal suicide  

• Parasuicide 

• Successful suicide  

• Suicidality 

• Suicide gesture 

• Manipulative act 

• Suicide threat 

• Suicide 

• Suicide attempt  

• Suicidal self-directed 
violence 

• Non-suicidal self-directed 
violence  

• Suicidal thoughts  

• Suicidal behavior  
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Beaton, Forster, & Maple, 
2013 

• Commit 

• Committed 

• Committing 

 

 

Lester (1989) questioned the term ‘completed’ in the ‘completed suicide’ formula and consequently 

also the ‘attempted suicide’ formula, by stating that the latter may be more rational and adaptive than 

the former and may thus be the successful form of the behaviour.  

In the same line of thought Canetto and Lester (1995) used the same arguments against ‘completed 

suicide’ stating that the final goal of suicidal behaviours may not be death but rather communication 

of distress.  

In her contribution to the Review of Suicidology, Canetto (1997) related these arguments to a gender 

approach of suicidal behaviour in the American patterns of language.  But her main argument was that 

the terms ‘attempted/completed suicide’ wrongly confounded intent and outcome and actually 

implied intent. Attempted suicide was equivalent to an unfinished act and failure, whereas completed 

suicide was equated to a completed act and success. She went on stating that failure was related to 

female gender and success to male gender, and that this could encourage non-fatal suicidal behaviour 

in women and discourage it in men. The patterns of language were congruent with patterns of 

epidemiology. She proposed to use a terminology based on outcome rather than intent and thus 

distinguish ‘fatal’ and 'non-fatal suicidal behaviour’. She further distinguished ‘Suicidal behaviour’ for 

cases where information on outcome was unavailable or irrelevant. 

In 2009 the Alberta Mental Health Board in Canada (2009) published a series of recommendations for 

the language used in suicide management. Terms ‘committed suicide’, ‘completed suicide’, 

‘successful’, and ‘failure’ were deemed unacceptable because they had criminal connotations or 

because they were misleading. The Board recommended the use of ‘Suicide’, ‘Death by Suicide’ or 

‘Died by suicide’. 
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In 2011 Olson (2011) published an electronic document in which he addressed the issue of stigma 

related to suicide. He stated that reducing stigma of suicide implied encouraging dialogue by using 

neutral and compassionate language. He thus discouraged the use of such terms as ‘commit suicide’, 

‘successful suicide’, ‘failed suicide attempt’, ‘completed suicide’ that were still used by the media and 

academia according to him. He stated that suicide prevention programs and bereavement groups had 

a role to play in reducing stigmatizing language by influencing policy makers.  

The same year the American Center for Disease Control published recommendations for Self-Directed 

Violence Surveillance (Crosby, Ortega, & Melanson, 2011) and the Self-Directed Violence Classification 

System, which was referred to in Chapters 2 and 4. In the recommendations, a list of ‘unacceptable 

terms’ was published with the reasons for their unacceptability, and proposed alternate terms as 

shown in Table 5-3.  

Beaton et al. (2013) argued that the terms ‘commit’, ‘committed,’ or ‘committing’ were problematic 

and stigmatizing. They showed that those terms still appeared in up-to-date specialized literature. They 

explained that people bereaved by suicide said that language could have negative effects and lead to 

silence. They suggested that terms like ‘commit’ should be revisited.  

 

5.7 Conclusion 

This chapter first examined the historical and cultural context in which the term ‘suicide’ appeared in 

Europe during the seventeenth century. To contrast this context, some examples of terms and 

expressions for suicide used by indigenous populations living in the Pacific Islands based on an 

anthropological review were provided. Another review of vernacular terminology for suicide in New 

Caledonia was presented and the historical and cultural context of the process by which this 

terminology was progressively abandoned in favour of the French word ‘suicide’ was then outlined. 

While the French language facilitated communication within the archipelago and between New 

Caledonia and its global environment, the definition of suicide used by local authorities for cause-of-
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death registration is an empirical one. This is in part related to the absence of a standardized and 

universal definition for suicide. The chapter ended with a non-exhaustive review of stigmatizing and 

misleading English language terms in order to understand how historical and cultural context can have 

a direct effect on the meaning of current terms and definitions, even if they are to be used universally.  
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6 METHODOLOGY OF THE WORDLWIDE STUDY OF DEFINITIONS 

AND TERMS FOR SUICIDAL BEHAVIOR © (PAPER 4) 
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6.2 Introduction 

The systematic literature review of terms, definitions, nomenclatures, and classifications for suicidal 

ideation and behaviours presented in Chapters 2-4 (Goodfellow, Kolves & De Leo, 2018a; 2018b; 

2018c) revealed a heterogeneous and sometimes contradictory landscape. Moreover, the review was 

restricted to the English language literature: a study of terms and definitions in other languages would 

probably reveal an even more challenging scenario. At the present time, it would not be possible to 

elaborate and standardize a universal set of terms and definitions describing the whole range of 

suicidal ideation and behaviours. Apparently, there are two main reasons for this. First, the level of 

international consensus is too low, especially for suicidal ideation and non-fatal suicidal behaviours. 

Second, the existing literature on the subject is quite limited. If terms and definitions were to be widely 

accepted and used by clinicians and researchers around the world, there would need to be a high level 

of agreement among potential users of these terms and definitions.  

Despite the variability described here, the literature review evidenced the existence of sufficient 

agreement around the main criteria characterizing fatal suicidal behaviour (i.e., “suicide”): agency (self 

or other-inflicted), knowledge (of the consequences of the act), intent, and outcome (Goodfellow, 

Kolves, De Leo, 2018b). 

 

6.3 Rationale 

Because of the variability of terminology and definitions in the field of research, it is difficult to 

compare or combine efforts from different investigators. Harmonizing terms and their definitions 

would permit appropriate evaluations or reaching the statistical power that for a rare phenomenon 
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like suicide remains one of the major obstacles to generalization of results. Comparing or assembling 

research data through meta-analytic procedures continues to be a challenging task because of the 

difficulty in overlapping categories of suicidal behaviours used by different researchers. These 

categories are often idiosyncratically and sometimes imprecisely defined. Among the authors that 

have solicited interventions in this problematic area, Silverman and De Leo (2016) argued for the 

establishment of a shared set of terms and definitions, i.e. a common nomenclature usable worldwide 

that would enable researchers to compare their work and avoid unnecessary duplication of efforts. A 

common language would improve communication between professionals and, most importantly, 

would enable the elaboration of common criteria that can be used internationally to classify deaths as 

suicide, thus increasing the validity and reliability of mortality statistics. In turn, this would help 

stakeholders and government agencies to wisely allocate available resources and, thus, promote more 

effective suicide prevention practices.  

 

6.4 The Worldwide Study of Definitions and Terms for Suicidal Behaviors © 

The idea of a worldwide study of definitions and terms for suicidal behaviours was developed in 2013 

by Diego De Leo. The systematic review of the literature mentioned above was undertaken to provide 

the necessary background for the study. The outputs of this review were then used to create a 

questionnaire that would enable the assessment of the most widely used terms and definitions around 

the world. The aim of the present chapter is to outline the methodology used to define and select 

participants, to design and validate the questionnaire, and present the expected results.  

 

6.5 Participants  

In the Worldwide Study of Definitions and Terms for Suicidal Behaviors © (WSTDTSB) targeted 

respondents are designated experts, with one ‘expert’ for each country in the world. The method of 
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recruitment of these ‘experts’ used a network provided by three main institutions, the International 

Association for Suicide Prevention (IASP), the World Psychiatric Association (WPA), and the World 

Organization of Family Doctors (WONCA). Constitutionally, IASP includes a Council of National 

Representatives, which currently has members from 62 countries. An invitation was sent by e-mail to 

all IASP national representatives. This e-mail included a link to the online study questionnaire. The 

invitation letter asked the representative to provide the name of an appropriate respondent if the 

recipient did not feel confident enough in answering the questionnaire. IASP membership is 

multidisciplinary, and national representatives might not necessarily be ‘experts’ in suicide research 

and prevention and be aware of the most used terms in their country to define suicidal behaviour. In 

order to increase the number of ‘designated experts’ from countries not having an IASP national 

delegate, we sent an explanatory e-mail to two worldwide organizations, the WPA and the WONCA. 

This e-mail explained the aim of the study and asked for contact information for a relevant ‘expert’ 

from a country not yet represented. Once identified, this ‘expert’ received an e-mail invitation similar 

to the one sent to IASP national representatives. As in the case of IASP National Representatives, if 

‘designated experts’ did not answer within a week, a second invitation was then sent, and then a third 

after another week. ‘Experts’ were thus identified through international organizations, but also self-

defined as ‘expert’ by accepting to represent their country.   

In a second phase of the study we sent a general invitation to all IASP members, thus building a 

separate sample of participants to enable comparisons between the two groups of recruits.  

 

6.6 Questionnaire 

The English-language questionnaire was distributed to respondents using Qualtrics® software. A paper 

version of the questionnaire was also prepared for respondents with no Internet access or those 

preferring a paper version. The latter is included in Annex A. 
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An introduction to the questionnaire detailed the framework and rationale of the study, the level of 

expertise required, expected questionnaire completion time, and ethical and confidentiality 

considerations. This section clearly explained that the answers should represent the opinion of the 

majority of professionals who deal with suicide in the country, rather than being based solely on the 

opinions of the respondent. 

The multiple-choice format to the questionnaire would result in percentages for each option that could 

be used to assess the level of agreement about specific terms and definitions.  

The questionnaire was divided into four main parts. The first part covered the definition of suicide. The 

second addressed different forms of fatal and non-fatal suicidal behaviours and self-harm. The third 

part focused on suicidal ideation, and the fourth on distinguishing between ideation and behaviour.  

6.6.1 Suicide 

The questionnaire separately assessed opinions regarding each of the four main features of the 

definition of suicide (i.e., agency, knowledge, intent, and outcome) such as those highlighted in 

literature reviews mentioned above. Several statements were created, providing possible alternatives 

for each of the four main features. For instance, the statement on outcome read as follows: 

 “Please choose one single statement to complete the sentence: Suicide is an act that 

oNecessarily leads to death. 

oMay result in survival. 
 

Respondents had to choose a single answer to complete the sentences related to ‘outcome’ and 

‘agency’. In the case of ‘intent’ and ‘knowledge’, several statements are proposed to respondents, who 

had to choose if they agree or disagree with each of the statements, as illustrated below for ‘intent’: 

“Statements regarding intent: please tick Yes if you agree with statement in table, or No if you don’t 
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Statements  Yes No 

Suicide is an act that can only be done with an intent to die 
o  o  

Suicide is an act that may be done with an intent other than an explicit intent to die 
o  o  

Suicide is an act that may be done with an ambiguous or unclear intent 
o  o  

Suicide is an act that may be done with an intent to take the risk of dying 
o  o  

Suicide is an act that may be done without explicit intent to die” 
o  o  

 

Respondents had the opportunity to comment on their choices and provide alternative terms for 

‘suicide’ if they thought that this term was not appropriate. 

 

6.6.2 Other types of suicidal behaviour and self-harm 

The three following sections were built using the ‘clinical’ vignette method. This particular section 

focused on self-harm behaviours with or without suicidal intent where the person either dies or 

survives. The vignettes did not present real life situations but rather described basic behaviours 

corresponding to the definitions found in the review of the literature in Chapter 3 (Goodfellow et al., 

2018b). For Instance, question 10 reads as follows: 

Please choose one single statement to complete the sentences 

 10. In your country, when professionals (e.g. clinicians, researchers) talk about other types of suicidal 
behavior than suicide, the most common understanding is that when a person harms him- or herself, 
with the intention to die, and survives, his or her act is: 

 

After reading each vignette, respondents had to choose a single option from a list to name the 

described behaviour. For instance, in case of question 10:  
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o Suicide attempt 

o Parasuicide 

o Self-harm 

o Deliberate self-harm 

o Non-suicidal self-injury 

o Self-mutilation 

o Non-fatal suicidal behavior 

o Self-directed violence 

o Self-injurious behavior (including self-poisoning/overdosing with medication) ” 
 

These terms were found by reviewing the literature on nomenclatures, definitions, and classifications 

(Chapters 2-4, and Goodfellow et al., 2018a; 2018b; 2018c). There was no right or wrong answer. 

However, results of our reviews indicated that there might be a high level of consensus for some 

particular case descriptions; for instance, in question 10, one might have expected a higher number of 

answers indicating “A suicide attempt”.  

 

6.6.3 Suicidal ideation  

This section assessed definitions of different degrees or patterns of suicidal ideation, with or without 

suicidal intent, as in question 16: 
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16.  In your country, when professionals (e.g. clinicians, researchers) talk about suicidal ideation, the 
most common understanding is that when someone who occasionally thinks of suicide when 
confronted to distress, this person has: 

oA normal pattern of thinking 

oSuicidal ideation 

oPassive suicidal ideation 

oActive suicidal ideation 

oDeath wishes 

oReactive suicide ideation 
 

 

6.6.4 Suicidal ideation or behaviour 

This section assessed the boundaries between suicidal ideation and behaviour and proposes vignettes 

describing situations that could be defined as either one or the other. These situations were chosen 

because they were often referred to in the literature. For instance, for the following example, one 

might have expected the answer “Is engaging in preparatory suicidal behavior”: 

“In your country, when professionals (e.g. clinicians, researchers) talk about suicidal behavior or 
ideation, the most common understanding is that when someone prepares a suicidal act (e.g. 
assembles pills, buys a gun, attaches a rope, visits a bridge), but does not initiate it and thus does not 
sustain any injuries, this person: 
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o Is engaging in suicidal behavior   

o Is experiencing suicidal ideation   

o Is experiencing passive suicidal ideation  

o Is experiencing active suicidal ideation   

o Has made a suicide attempt   

o Has made a suicide threat   

o Has made a suicide communication   

o Has made a suicide plan   

o Is engaging in preparatory suicidal behavior   

o Has made an interrupted suicide attempt   

o Has made an aborted suicide attempt 
 

This area of investigation was very controversial and complicated, and the level of consensus among 

international experts around this particular question was expected to be quite low.  

The construction of the questionnaire thus followed a progression from terms and definitions that 

were quite shared and agreed upon in the literature to the ones that were less agreed upon and more 

complex (Chapters 2-4 and Goodfellow et al., 2018a; 2018b; 2018c).  

 

6.7 Questionnaire validation process 

The first version of the questionnaire was reviewed by the members of the IASP Taskforce on 

Nomenclature and Classifications, namely, E. Arensman, A. Berman, K. Hawton, J. Mann, M. Philips, M. 

Silverman, and L. Vijayakumar. The questionnaire was modified after the input of each member. 

Feedback was mainly centred on the following issues: phrasing and logical layout of questions, 

terminology, relationship with evidence, field work, cultural context, usefulness of certain questions 
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with regards to the logic of questionnaire, issues of understandability, and clarification of ambiguous 

terms. 

The modified version was then sent out to a sample of ‘experts’ (IASP National Representatives) in four 

culturally different countries, namely Pakistan, Uganda, Portugal, and Tonga. The questionnaire was 

found to be acceptable and understandable by the ‘experts’ of these countries and considered ready 

to be sent out to all other countries. 

 

6.8 Consent, ethics, and anonymity 

As detailed in the questionnaire cover letter, by answering the online or paper version of the 

questionnaire, respondents expressed their consent to participate.  

The WSTDTSB project was conducted with the approval of Griffith University’s Ethics Committee 

(ethics reference number 2017/601) and in accordance with the Australian National Statement on 

Ethical Conduct in Human Research. 

Respondents were asked if they would accept to be personally acknowledged in any output originating 

from this study, and if so to provide their full name, title, and affiliations. If respondents did not accept, 

they were informed that the conduct of this research respected Griffith University’s Privacy Plan and 

that identified personal information was confidential and that anonymity would at all times be 

safeguarded.  

 

6.9 Expected results 

The study questionnaire was designed in such a way that respondents either have to choose a single 

answer from lists of terms, or agree or disagree with a list of statements, thus requiring respondents 
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to make a clear-cut choice. Respondents still had the opportunity to make comments about their 

answers and to provide alternatives if they could not find a satisfying option.  

 

6.10 Limitations 

The study was conducted in the English language only. This would limit the reach of the nomenclature 

originating from the study, and would render its cross-cultural validity debatable. On the other hand, 

the methodological implications of conducting a multilingual study would have posed serious problems 

with regards to translation and back translation. This study was designed to be the first of its kind, i.e. 

a first attempt to survey the field internationally and it was decided to conduct it in English. A future 

experiment should assemble a wider sample of professionals around the world.  

The WSDTSB was based on ‘experts’ identified through IASP, WPA, and WONCA.  In spite of the varying 

size of countries around the world, only one ‘expert’ for each country was to be appointed. The ‘expert’ 

had the option of handing over the responsibility of representing the professionals in his or her country 

to someone else. The opinions expressed by these ‘designated experts’ would be compared to those 

of IASP members participating in the effort. In a number of cases, this would allow for a check of the 

validity of the opinions expressed by the ‘designated experts’. It should be noted that the ‘experts’ 

might not have had more expertise on the subject than IASP members in our study. 

 

6.11 Conclusion  

This chapter outlined the main features of the Worldwide Study of Definitions and Terms for Suicidal 

Behaviors©. The study rationale was based on a review of the literature on nomenclatures, definitions, 

terms and classifications for suicidal behaviour that found a confusing landscape and poor agreement 

among authors who published in English. The study questionnaire was developed on the basis of the 

four main criteria of the definition of suicidal behaviour: outcome, intent, knowledge (of the 
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consequences of the act), and agency (self- or other-inflicted). Respondents were encouraged to take 

clear-cut decisions with limited answer options.  The results of this survey were expected to provide 

several indications, including the state of the art on prevailing terms and definitions. This would help 

in elaborating an internationally applicable nomenclature for suicidal ideation and behaviour. A better 

knowledge of the international scenario may help to reduce confusion in the field of suicidology and 

progress towards a shared understanding of suicidal behaviour.  
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7 ANALYSIS OF RESULTS OF THE WORDLWIDE STUDY OF 

DEFINTIONS AND TERMS FOR SUICIDAL BEHAVIOR © 

 

7.1 Introduction 

The preceding chapter and its related article (Goodfellow et al., 2018 submitted) described the 

rationale and methodology of the Worldwide Study of Definitions and Terms for Suicidal Behaviors © 

(WSDTSB), which is a study of how the most common English-language terms and definitions in the 

literature are used by professionals around the world to describe suicidal behaviour. The purpose of 

the study is to come to a relative agreement on a universal nomenclature by mapping the variability 

of definitions and terms used by professionals around the world to help determine a minimum set of 

agreed upon terms and definitions. The aim of this chapter is to present and analyse the results of this 

study.  

All along this chapter, after the description of samples, answers of respondents will be presented in 

the form of histograms representing proportions of answers to particular questions regarding the 

definition of suicide, and terminology regarding other forms of non-fatal suicidal behaviour. Odds 

Ratios (OR) have been calculated along with their respective confidence intervals and probability level 

(p) for each response. The aim of ORs was to quantify the degree to which frequencies of responses 

varied between samples or groups and thus to confirm similarity between samples or groups. They 

were used here to help compare the way two different samples or groups of respondents chose 

between two alternative options (or several merged options). One sample may have chosen option A 

more often than the alternative option B, in which case one would say that that sample had higher 

odds of choosing option A. A second sample may have chosen option B more frequently, in which case 

one would say that this second sample had lower odds of choosing option A, compared to the first 

sample. There would thus be a resulting difference between the way the two samples chose between 
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option A and option B. One of the ways to quantify this difference is by dividing the odds of the first 

sample of choosing option A by the odds of the second sample of choosing option A. This is how the 

ORs were calculated. One can guess that the more frequently the first sample chose option A and the 

less frequently the second sample chose option A, the higher the OR would be. Confidence intervals 

(CI 95 %) were calculated for each OR in order to account for the size of the samples. A CI 95 % not 

including 1 had a high chance of indicating an OR that showed a significant difference in responses of 

two samples. Statistical power (p) was the probability to find an OR indicating a difference in odds 

between samples’ responses when in fact there was none (i.e. the Null Hypothesis). ORs were also 

calculated to quantify potential difference in composition between samples’ and groups’ as shown 

below. 

 

7.2 Description of samples 

As detailed in Chapter 6, the WSDTSB was implemented by submitting a questionnaire to two samples 

of respondents, i.e. a sample of ‘experts’ and a sample of IASP members. The sample of ‘experts’ 

comprised 40 IASP National Representatives and 6 ‘experts’ representing 6 more countries that were 

invited by networking through the World Psychiatric Association (WPA) and the World Organization of 

Family Doctors (WONCA). Response rate for ‘experts’ was 66.1 % among IASP National 

Representatives, 0.8 % among WONCA representatives, and 1.7 % among WPA representatives. The 

comparison sample comprised 80 IASP members that were not IASP National Representatives. 

Response rate for IASP members was 20 %. All participations were on a voluntary basis. The 

composition of samples in terms of country of origin and respective gross national income, language 

background, occupation, and professional background will now be detailed. 
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7.2.1 Countries 

Forty-six designated ‘experts’ each representing a distinct country or territory thus comprised the 

‘expert' sample of respondents (Table 7- 1 and Figure 7- 1). The 80 IASP members in the comparison 

sample were from 36 different countries or territories. Sixty-three countries or territories were 

represented across both samples which comprised 126 respondents altogether (‘experts’ and IASP 

members). Nineteen countries or territories had both an ‘expert’ and at least one IASP member.  

Table 7-1: Number of respondents by country/territory that participated to the Worldwide Study of 
Definitions and Terms for Suicidal Behaviors © 

Countries/territories ‘experts’ IASP members 

Africa 
  

   Ghana 1 0 

   Kenya 1 0 

   Liberia 0 1 

   Mauritius 1 1 

   Seychelles 1 0 

   Uganda 1 0 

America 
  

   Argentina 1 0 

   Brazil 0 4 

   Canada 1 5 

   Colombia 1 0 

   Mexico 1 1 

   Peru 0 1 

   Puerto Rico 1 0 

   The Bahamas 0 1 

   Trinidad and Tobago 1 0 

   Uruguay 1 0 

   USA 1 8 

Asia 
  

   Afghanistan 1 0 

   Bangladesh 0 1 

   Bhutan 0 1 

   Cambodia 1 0 

   China 1 1 

   Hong Kong 1 0 

   India 0 2 

   Iran 1 1 

   Israel 0 1 

   Japan 1 1 

   Lebanon 1 0 
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   Malaysia 0 1 

   Nepal 1 0 

   Pakistan 1 0 

   Qatar 1 0 

   Singapore 0 1 

   Sri Lanka 0 1 

   Taiwan 0 1 

   Thailand 1 0 

Europe 
  

   Austria 1 1 

   Belgium 1 1 

   Denmark 1 2 

   Estonia 1 0 

   France 0 2 

   Germany 1 1 

   Greece 1 0 

   Hungary 1 1 

   Iceland 1 0 

   Ireland 0 3 

   Italy 1 1 

   Lithuania 1 0 

   Moldova 1 0 

   Netherlands 1 2 

   Norway 0 3 

   Portugal 1 1 

   Romania 1 0 

   Slovenia 1 1 

   Spain 1 0 

   Sweden 1 1 

   UK 0 4 

   Ukraine 1 0 

Oceania 
  

   Australia 1 15 

   New Zealand 1 6 

   Cook Islands 0 1 

   French Polynesia 1 0 

   Tonga 1 0 

Total 46 80 
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Figure 7-1: Worldwide Study of Definitions and Terms for Suicidal Behaviors © participating countries 
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Countries were distinguished according to World Bank estimates of 2015 Gross national Income per 

capita (The World Bank, 2017), please refer to Annex B for individual country coding. Figure 7- 2 shows 

the composition of samples according to respondents’ countries’ gross national income (GNI). 

 

Figure 7-2: Composition of the WSDTSB study samples according to respondents' countries' income 
(HIC: High Income Countries; LMIC: Low and Middle Income Countries) 

Across both samples, 89 respondents came from high-income countries (HIC), and 37 respondents 

came from low- and middle-income countries (LMIC). ‘Experts’ were significantly less likely to come 

from a high-income country than IASP members (OR: 0.41; 95 % CI: 0.19-0.91; p=0.026). 

 

7.2.2 Language  

A distinction was drawn between countries in which English was the main spoken language or one of 

the spoken languages, and countries in which English was not one of the spoken languages. As shown 

in Annex B, countries were coded according to the presence or absence of English as a spoken 

language. In some countries English was the main language spoken (e.g. Australia) and in others English 

was one of the spoken languages (e.g. Uganda). Translational issues for definitions and terms for 
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suicidal behaviour would expectedly be quite different in these countries than in countries where 

English was not one of the spoken languages. The former countries were thus grouped together as 

“English spoken”, and the latter were grouped together as “no English spoken.” As illustrated in Figure 

7- 3, composition of samples with regards to language spoken in respondents’ countries differed quite 

a lot. Close to 70 % of ‘experts’ represented countries where English was not one of the spoken 

languages. In contrast, only about 36 % of IASP members came from countries where English was not 

one of the spoken languages. The odds of coming from a country where no English was spoken were 

significantly higher for ‘experts’ than for IASP members (OR = 4.02; CI 95 %: 1.85 – 9.44; p < 0.001).  

  

 Figure 7-3: Proportion of ‘experts’ (N = 46) and IASP members (N = 80) living in countries where English 
is a spoken language and in countries where English is not a spoken language 

However, across both samples, language groups had a comparable size. Indeed, 61 participants were 

from a country where no English was spoken and 65 participants were from a country where English 

was spoken.  
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7.2.3 Occupation  

Actual occupation was distinguished from professional background or training. For the occupation 

section, the question asked: ‘Do you consider yourself’, and three categories were proposed: 

‘Clinician’, ‘Researcher’, ‘Both’, and an ‘Other’ category. In case the respondent chose the ‘Other’ 

category, an open text box was provided for typing in an occupation. As will be apparent in what 

respondents wrote in this category, some respondents did not distinguish between occupation and 

professional background items.  

Although ‘experts’ were more likely to be both clinicians and researchers compared to IASP members 

(52.2 % vs. 33.8 %), there were no significant differences between two groups (Chi2
(3) =4.76, p=0.190) 

More than 89 % of ‘experts’ and more than 81 % of IASP members were either clinicians, researchers 

or both (Figure 7- 4).  

  

Figure 7-4: Composition of ‘expert’ (N = 46) and IASP member sample (N = 80) by occupation 

 

Other occupations of ‘experts’ were (citing respondents’ own words): “lecturer”, “policy maker”, 

“public health professional”, “researcher and teacher”, and “student”. For IASP members, the “other” 
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category comprised amongst others, “manager”, “lived experience”, “suicide advocate”, “suicide 

resource officer”, or “volunteer worker”.  

 

7.2.4 Professional background 

Compositions were quite different between samples in terms of professional background as shown in 

Figure 7- 5. Three categories were proposed (Medical doctor, Psychologist, and Epidemiologist) and an 

“Other professional” category with an open text box was provided as in the previous section.  

  

Figure 7-5 : Percentage (%) composition of ‘expert’ (N = 46) and IASP member samples (N = 80) by 
professional background 

 

More than 77 % of ‘experts’ were either medical doctors or psychologists, 8.9 % were epidemiologists 

(Figure 7-5). The “other professional” category comprised a “social worker”, a “student”, a 

“sociologist”, a “public health”, a “professor” and a “counsellor/psychotherapist.”  

The composition of the IASP member sample was much more heterogeneous and comprised a little 

less than 48 % of medical doctors and psychologists, more than 11 % epidemiologists (Figure 7- 5). The 
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“other professional” category comprised amongst others, nurses, an “analyst,” a “CEO,” a “pastor,” 

and other professions cited in the “other” category of the occupation section presented above.  

The two samples were significantly different in terms of professional background (Chi² (3) = 11.45; 

p<0.05).  

 

7.3 Definitions and terms for suicide and suicidal behaviours 

As detailed in the previous chapter on methodology, the questionnaire was made of a general 

information section the responses to which were detailed above in the description of samples, and 

then four sections. The first of these four sections explored the four characteristics of the definition of 

suicide, i.e., outcome, intent, knowledge, and agency, in four distinct subsections respectively. The 

following three sections explored “Different types of suicidal behaviour or self-harm”, “Suicidal 

ideation”, and “Suicidal ideation or behaviour” respectively. The presentation of results follows the 

same order. Responses of the ‘expert’ sample were compared with responses of the IASP member 

sample for each of the statements in the study questionnaire. Results were then analysed by language 

groups (English spoken vs. No English spoken), occupation, and professional background. ORs were 

calculated in order to confirm similarities between samples or groups.  

 

7.4 The definition of suicide  

In this section, analyses were done for each of the four characteristics of the definition of suicide, i.e. 

outcome, intent, knowledge, and agency. 

7.4.1 Analysis by sample  

The section on the definition of suicide began with a general question: “In your country, what is the 

meaning of the word suicide?” and continued with the subsection regarding outcome in the definition 

of suicide. 
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7.4.1.1 Outcome 

In this subsection an incomplete statement was provided: “Suicide is an act that …” Two options were 

then presented to complete the first part of the statement: “necessarily leads to death”, or “may result 

in survival.” These two options were mutually exclusive, i.e. respondents could not choose both.  

Figure 7- 6 shows that both samples’ responses were similar in choosing “necessarily leads to death” 

in a large majority of cases rather than “may result in survival”. 

 

Figure 7-6 : Proportion of ‘experts’ (N = 46) and IASP members (N = 79) who agreed to one of two 
statements regarding the outcome of suicide 

 

7.4.1.2 Intent 

The following subsection of the questionnaire suggested five statements regarding intent in the 

definition of suicide. Respondents were asked to agree or disagree with each of the proposed 

statements. These response options were thus not mutually exclusive like in the first subsection on 

outcome.  
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As shown in Figure 7- 7, the two samples agreed somewhat differently with the first statement “Suicide 

is an act that can only be done with an intent to die” and to a significant different degree with the 

second statement “suicide is an act that may be done with an intent other than an explicit intent to 

die” (OR: 2.60; CI 95 %: 1.16-5.84; p=0.020) even after adjusting by language and income in 

respondents’ country and respondents’ occupation and professional background (OR: 2.94; CI 95 %: 

1.19-7.24; p= 0.019; 1 missing). ‘Experts’ agreed with the second statement much more that with the 

first one, compared to IASP members who agreed similarly with both statements. 

 

Figure 7-7: Proportion of ‘experts’ (N= 46) and IASP members (N = 80) who agreed with statements 
regarding intent and suicide. * statistically significant difference (p<0.05) 

 

The following three statements generated much more consensus. Both samples agreed with the 

statements “Suicide is an act that may be done with an ambiguous or unclear intent” and “Suicide is 

an act that may be done with an intent to take the risk of dying” in more than 70 % of responses and 

* 
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a bit more than half the cases to the statement “Suicide is an act that may be done without explicit 

intent to die.”  

 

7.4.1.3 Knowledge 

The following subsection proposed four statements regarding knowledge of the consequences of the 

act in the definition of suicide. As in the preceding subsection, respondents had to agree or disagree 

with each statement, which were thus not mutually exclusive.  

Figure 7- 8 highlights a high degree of agreement with the statement (close to 90 %) and consensus 

between ‘experts’ and IASP members for the statement “Suicide is an act that can be performed with 

the knowledge of a fatal result, but person is not certain of that result”. The other statements “Suicide 

is an act that is necessarily performed with certainty of a fatal result”, “Suicide is an act that can be 

performed without any knowledge of the consequences of the act.”, and “Suicide is an act that can be 

performed with the certainty that the result will not be fatal” elicited much less agreement in both 

samples. 
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Figure 7-8 : Proportion of ‘experts’ (N= 46) and IASP members (N = 80) who agreed with statements 
regarding knowledge of the consequences of the act and suicide 

 

7.4.1.4 Agency  

The statements proposed in this subsection were mutually exclusive, as in the subsection on outcome. 

Respondents could only choose one of three ends of statements to complete the first part of the 

statement: “Suicide is an act that.” The three ends of statements are presented in Figure 7- 9. 
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Figure 7-9 : Proportion of ‘experts’ (N = 45) and IASP members (N = 80) who chose one of three 
statements regarding the agency (self- or other-inflicted) of suicide 

Figure 7- 9 reveals a clear preference in both samples for the first statement “suicide is an act that is 

initiated and necessarily carried out by oneself to the end of the action” (60 %) rather than the 

statement “(…) is initiated by oneself, but not necessarily carried out by oneself to the end of the 

action” or the statement “(…) is initiated and carried out by oneself or by someone else”. Patterns of 

choice were similar between samples.  

 

 

7.4.2 The effect of language 

As mentioned in the description of samples, the composition of the ‘expert’ and IASP member samples 

was heterogeneous in terms of language spoken in respondents’ respective countries of origin. To shed 

some light on a possible effect of language background, a comparative analysis of the results was 

performed with regards to spoken languages in respondents’ countries, by distinguishing “no English 

spoken” from “English spoken” countries as detailed above. 
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7.4.2.1 Outcome  

Figure 7- 10 shows that for the subsection on outcome in the definition of suicide, the patterns of 

response of respondents coming from “no English spoken” countries and “English spoken” countries 

were very similar. Both language groups clearly preferred the first statement “Suicide is an act that 

necessarily leads to death”.  

 

Figure 7-10: Proportion of responses to statements regarding the outcome in the definition of suicide 
by respondents coming from countries where no English is spoken (N = 61) vs. countries where English 
is spoken (N = 64) 

 

7.4.2.2 Intent  

Figure 7- 11 shows that language background groups had relatively similar odds of agreeing with each 

statement in the subsection on intent in the definition of suicide. Patterns of response of language 

groups resembled those of ‘expert’ and IASP members samples described above. 
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Figure 7-11 : Proportion of responses to statements regarding the intent in the definition of suicide by 
respondents coming from countries where no English is spoken (N = 61) vs. countries where English is 
spoken (N = 65) 

 

7.4.2.3 Knowledge  

As shown Figure 7- 12, some differences occurred in the subsection on knowledge in the definition of 

suicide. The “no English spoken” group was significantly more likely than the “English spoken” group 

respondents to agree to the first statement: “Suicide is an act that is necessarily performed with 

certainty of a fatal result” (OR: 2.60; CI 95 %: 1.22 - 5.54; p=0.012), and significantly less likely to agree 

with the third statement “Suicide is an act that can be performed without any knowledge of the 

consequences of the act” (OR: 0.39; CI 95 % 0.19 - 0.81; p=0.011).  
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Figure 7-12 : Proportion of responses to statements regarding the knowledge of the consequences of 
the act in the definition of suicide by respondents coming from countries where no English is spoken 
(N = 61) vs. countries where English is spoken (N = 65). * statistically significant differences (p<0.05) 

Both language groups agreed to the statements “Suicide is an act that can be performed with the 

knowledge of a fatal result, but person is not certain of that result” in close to 90 % of responses, and 

agreed in less than 30 % of responses with the statement “Suicide is an act that can be performed with 

the certainty that the result will not be fatal”. 

 

7.4.2.4 Agency  

Figure 7- 13 shows that regarding the agent of the act in the definition of suicide, both groups had 

similar odds of agreeing with each of the three statements. Both groups agreed in more than half the 

cases to the statement “suicide is an act that is initiated and necessarily carried out by oneself to the 

end of the action”.  

45,9

86,9

32,8
26,224,6

90,8

55,4

16,9

0

10

20

30

40

50

60

70

80

90

100

Suicide is an act that is
necessarily performed with

certainty of a fatal result

Suicide is an act that can be
performed with the

knowledge of a fatal result,
but person is not certain of

that result

Suicide is an act that can be
performed without any

knowledge of the
consequences of the act

Suicide is an act that can be
performed with the

certainty that the result will
not be fatal

No English speaking English speaking

* 
* 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

177 
 

 

Figure 7-13 : Proportion of responses to statements regarding the agent of the act in the definition of 
suicide by respondents coming from countries where no English is spoken (N = 60) vs. countries where 
English is spoken (N = 65) 

 

7.4.3 The effect of income  

As mentioned earlier respondents from both samples were not as likely to come from a high-income 

country. To explore the potential effect of gross national income (GNI) on the pattern of responses, an 

analysis was performed by separating responses from respondents according to their country’s GNI 

and countries were divided into High Income (HIC) and Low and Middle Income (LMIC) countries.  

7.4.3.1 Outcome 

The two income groups had a similar pattern of response regarding outcome in the definition of suicide 

as shown in Figure 7- 14, and had comparable odds of choosing the first statement “Suicide is an act 

that necessarily leads to death”.  
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Figure 7-14: Proportion of respondents coming from high income countries (HIC; N = 89) vs. low- and 
middle-income countries (LMIC; N = 37) who chose one of two statements regarding the outcome in 
the definition of suicide 

 

7.4.3.2 Intent 

Figure 7- 15 displays similar patterns of response between the two income groups, except for the third 

statement “Suicide is an act that may be done with an ambiguous or unclear intent”, to which the HIC 

group was significantly more likely to agree with. (OR: 2.35; CI 95 %: 1.03-5.36; p= 0,039). However, 

the LMIC income group agreed with this statement in close to 60 % of cases. 

Both groups agreed in slightly less than half the cases with the first statement “Suicide is an act that 

can only be done with an intent to die” and in more than half the cases to all other statements.  
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Figure 7-15: Proportion of respondents coming from HIC (N = 89) vs. LMIC (N = 37) who agreed to 
statements regarding intent in the definition of suicide. * Significantly different (p<0.05) 

 

7.4.3.3 Knowledge 

The first two statements “Suicide is an act that is necessarily performed with certainty of a fatal result” 

and “Suicide is an act that can be performed with the knowledge of a fatal result, but person is not 

certain of that result” regarding knowledge of the consequences of the act generated some difference 

between income groups as shown in Figure 7- 16. The HIC group was significantly less likely to agree 

to the first (OR: 0.44; CI 95 %: 0.22-0.96; p=0.037) and significantly more likely to agree with the second 

(OR: 3.82; CI 95 %: 1.22-11.93; p= 0.026) than the LMIC group was. However, both groups agreed in 

less than half the cases to the first and more than 78 % of cases to the second.  

The two groups similarly disagreed with the two last statements.  
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Figure 7-16: Proportion of respondents coming from HIC (N = 89) vs. LMIC countries (N = 37) who 
agreed to statements regarding the knowledge of the consequences of the act in the definition of 
suicide. * Significantly different (p<0.05) 

 

7.4.3.4 Agency 

There were no significant differences in the patterns of response between income groups regarding 

the statements on agency (self- or other-inflicted) as is apparent in Figure 7- 17. Respondents from 

both groups were as likely to choose the statement “Suicide is an act that is initiated and necessarily 

carried out by oneself to the end of the action” rather than the statement “Suicide is an act that is 

initiated by oneself, but not necessarily carried out by oneself to the end of the action”, or the 

statement “Suicide is an act that can be initiated and carried out by oneself or by someone else”. 
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Figure 7-17: Proportion of respondents coming from HIC (N = 89) vs. LMIC countries (N = 37) who 
chose one of three statements regarding the agent (self- or other-inflicted) in the definition of 
suicide 

 

7.4.4 The effect of occupation 

An analysis by occupation (i.e. clinician, researcher, both, or other) was performed to determine a 

possible effect of occupation on pattern of responses. ORs with 95 % CIs and p values were calculated 

to assess any statistical difference between clinicians, including those who are also researchers (in the 

category ‘both’), vs. other respondents, and researchers, including those who are also clinicians (in the 

category ‘both’), vs. other respondents.  

7.4.4.1 Outcome  

Figure 7- 18 shows that all occupation groups homogeneously chose the first statement: “Suicide is an 

act that necessarily leads to death” more often than the alternative statement “Suicide is an act that 

my result in survival”. 
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However, researchers (including those who were also clinicians– category ‘both’) were significantly 

more likely than other groups to choose the first statement (OR: 2.98; CI 95 %: 1.17-7.61; p= 0.019; 1 

missing), but this did not contradict the consensus on the outcome of suicide.  

 

Figure 7-18: Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and researchers (N= 
51), and other occupations (N= 20) who chose one of two statements regarding outcome in the 
definition of suicide.  

 

7.4.4.2 Intent 

As shown in Figure 7- 19, the levels of agreement for all occupation groups were above 50 % for the 

three statements “Suicide is an act that may be done with an intent other than an explicit intent to 

die”, “Suicide is an act that may be done with an ambiguous or unclear intent”, and “Suicide is an act 

that may be done with an intent to take the risk of dying”. Clinicians (including those who were both; 

OR: 2.89; CI 95 %: 1.25-6.69; p= 0.011; 1 missing) were significantly more likely than other groups to 

agree with the latter statement, however, levels of agreement for all groups were still above 60 %.  

Responses to the first statement “Suicide is an act that can only be done with an intent to die” were 

quite variable, and some groups agreed with it in less than half the cases.  
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Figure 7-19: Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and researchers (N= 
51), and other occupations (N= 20) who agreed with statements regarding intent in the definition of 
suicide.  

All occupation groups agreed with the fifth and last statement “Suicide is an act that may be done 

without explicit intent to die” in comparable ways, in more than half of responses. Less than half of 

“researchers” category, however, agreed with this statement.  

 

7.4.4.3 Knowledge 

Figure 7- 20 highlights similar levels of agreement across all groups for all statements regarding 

knowledge of the consequences of the act in the definition of suicide. Eighty percent or more of all 

groups agreed that “Suicide is an act that can be performed with the knowledge of a fatal result, but 

person is not certain of that result”.  All other statements were agreed with by less than half of 

respondents in each group, except for the statement “Suicide is an act that can be performed without 

any knowledge of the consequences of the act” for which half the “clinicians” and 60 % of respondents 
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in the “other” category agreed with. However, these groups were relatively small (n=16, and n=20, 

respectively). 

 

Figure 7-20: Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and researchers (N= 
51), and other occupations (N= 20) who agreed with statements regarding knowledge of the 
consequences of the act in the definition of suicide 

 

7.4.4.4 Agency 

All groups had comparable levels of agreement with the statements regarding the agency (self- or 

other-inflicted) in the definition of suicide, as shown in Figure 7- 21. Respondents in all groups agreed 

that “suicide is initiated and necessarily carried out by oneself to the end of the action” in more than 

half the cases, as opposed to the two other statements.  
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Figure 7-21: Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and researchers (N= 
51), and other occupations (N= 20) who chose one of three statements regarding the agent (self- or 
other- inflicted) in the definition of suicide 

 

7.4.5 The effect of professional background 

To determine the influence of professional background on patterns of responses, an analysis was done 

by categories as presented above in the presentation of samples, i.e. medical doctor, psychologist, 

epidemiologist, and other professional background. Of particular interest was the influence of the 

‘medical doctor’ category because of its wide implication in the certifying of death and diagnosis of 

non-fatal suicidal behavior. ORs with 95 % CIs and p values were calculated to assess any significant 

difference between the ‘medical doctor’ group and all other groups combined.  
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7.4.5.1 Outcome 

Patterns of response were very similar for the subsection on outcome in the definition of suicide across 

professional background groups as shown in Figure 7- 22. All groups agreed that “suicide is an act that 

necessarily leads to death” in more than 77 % of responses.  

 

Figure 7-22: Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists (N= 13), and 
other professional backgrounds (N= 39) who chose one of two statements regarding outcome in the 
definition of suicide 

 

7.4.5.2 Intent 

Despite some relative variability in Figure 7- 23, responses by professional group were quite similar. 

Patterns of response resembled those found for analyses by language background, income, and 

occupation. Only psychologists agreed to the statement “suicide is an act that can only be done with 

an intent to die” in more than half of responses. Medical doctors agreed that “suicide may be done 

without intent to die” in slightly less than half the cases.  
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Figure 7-23: Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists (N= 13), and 
other professional backgrounds (N= 39) who agreed with statements regarding intent in the definition 
of suicide 

 

7.4.5.3 Knowledge 

With regards to statements on the knowledge of the consequences of the act in the definition of 

suicide, Figure 7- 24 again highlights similar levels of agreement for all statements and across 

professional background groups, and again resembling the response analyses done for language, 

income and occupation. 
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Figure 7-24: Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists (N= 13), and 
other professional backgrounds (N= 39) who agreed with statements regarding knowledge of the 
consequences of the act in the definition of suicide. * Statistically different from other groups (p<0.01) 

However, the ‘other’ category in Figure 7- 24 agreed in close to twice the proportion of the other 

groups to the third statement “Suicide is an act that can be performed without any knowledge of the 

consequences of the act.” They were significantly more likely to agree to this statement (OR: 3.33; CI 

95 %: 1.51-7.35; p=0.002). 

 

7.4.5.4 Agency 

Figure 7- 25 shows that professional background groups similarly chose the first statement “Suicide is 

an act that is initiated and necessarily carried out by oneself to the end of the action” more often than 

the other statements regarding agency (self- or other-inflicted) in the definition of suicide.  
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Figure 7-25: Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists (N= 13), and 
other professional backgrounds (N= 39) who chose one of three statements regarding the agent (self- 
or other- inflicted) in the definition of suicide 

Epidemiologists’ choices appeared to be less contrasted than other groups’, however their number 

was too small (N=13) to have a heavy impact on the overall pattern of response.  

 

7.5 Definitions and terms for other suicidal behaviours than suicide 

The remaining part of the chapter will cover responses to 16 vignettes divided into three sections, as 

in the study questionnaire (Chapter 6 and Goodfellow et al., 2018). Analysis of responses will be 

presented vignette by vignette. As for the section on the definition of suicide, analyses by country’s 

language background, national income, occupation, and professional background were performed. In 

each vignette, ORs were calculated between samples or groups for each of the sample’s or group’s 

most frequently chosen response compared to all other responses merged together as a way to assess 

agreement between samples and groups. 
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All vignettes started with the same formula: “In your country, when professionals (e.g. clinicians, 

researchers) talk about other types of suicidal behavior than suicide, the most common understanding 

is that (…).” This beginning of sentence being the same in all vignettes, it was only printed it in the first 

figure of this section (Figure 7- 26). In all the following figures this formula will be replaced by an ellipsis 

between parentheses: (…). All answer options in the lists that were presented to respondents are not 

systematically transcribed in the figures below, only the ones that were chosen by respondents are. 

 

7.5.1 Different types of suicidal behaviour or self-harm 

This is the first of the three sections described above. It comprises 6 vignettes (1-6). 

7.5.1.1 Vignette 1  

The first vignette in this section proposed terminological options for the following scenario: “a person 

harms him- or herself, with the intention to die, and survives.” The chosen terminological options for 

each sample are shown in Figure 7- 26. 
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Figure 7-26: Vignette 1. Proportion of ‘experts’ (N = 46) and IASP members (N = 80) who chose one out 
of several terms or expressions to name the behaviour described in the vignette 

A vast majority of respondents (all but one ‘expert’ and 88.8 % of IASP members) chose “A suicide 

attempt” to name the definition presented in vignette 1.  

Figure 7- 27 shows no significant difference in response patterns by income group.  
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Figure 7-27: Vignette 1: Proportion of respondents coming from HIC (N = 89) vs. LMIC (N = 37) who 
chose one out of several terms or expressions to name the behaviour described in the vignette 

Analysis by language revealed the same response pattern with only a small difference between groups 

as shown in Figure 7- 28.  
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Figure 7-28: Vignette 1. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 63) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

Figure 7- 29 displays comparable patterns of response across occupation groups.  

 

Figure 7-29: Vignette 1. Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and 
researchers (N= 51), and other occupations (N= 20) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 
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Professional background had little influence on this general pattern of response as shown in Figure 7- 

30. 

 

Figure 7-30: Vignette 1. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 39) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The “suicide attempt” option was thus chosen by a vast majority of respondents across all samples 

and groups for Vignette 1. 

 

7.5.1.2 Vignette 2 

The second vignette in this section presents “a person harms him- or herself without any intention to 

die, and survives.” Figure 7- 31 shows a much less clear-cut pattern of response for this vignette. 

‘experts’ chose “Self-harm” (37.0 %) more than twice as often as any other option. In contrast to this, 

IASP members chose “Self-harm” (22.5 %), “Deliberate self-harm” (23.8 %), and “Non-suicidal self-

injury” (21.3 %) in similar proportions and more often than other propositions.  
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Figure 7-31: Vignette 2. Proportion of ‘experts’ (N = 46) and IASP members (N = 80) who chose one out 
of several terms or expressions to name the behaviour described in the vignette. * significant 
difference between samples compared to all other merged options (p<0.05) 

The odds were twice as higher for ‘experts’ compared to IASP members in choosing “self-harm” 

compared to all other merged options, but this did not quite reach significance (OR: 2.02; CI 95 %: 0.91 

- 4.48; p=0.081). IASP members were significantly less likely than ‘experts’ were to choose “Deliberate 

self-harm” compared to all other merged options (OR: 0.22; CI 95 %: 0.06 - 0.80; p=0.014).  

Responses by income group were quite heterogeneous as shown in Figure 7- 32, however both income 

groups chose “self-harm” in very similar proportions.  
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Figure 7-32: Vignette 2: Proportion of respondents coming from high income countries (HIC; N = 89) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 33 also displays a heterogeneous picture for responses by language group. “Self-harm” was 

the “No English language” group’s most frequent choice and “Non-suicidal self-Injury” (29.2 %) was 

the most common choice in the “English spoken” group.  However, the “No English spoken” group was 

significantly less likely to choose “Non-suicidal self-Injury” than the other group (OR: 0.22; CI 95 %: 

0.08-0.62; p=0.003) compared to all other options together. “Self-harm” was the option that generated 

the most consensus.  
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Figure 7-33: Vignette 2. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 65) who chose one out of several terms or expressions to 
name the behaviour described in the vignette. * Significant difference between groups compared to 
all other response options merged together (p<0.01) 

The variability found in analysis by occupation reflects the small number of respondents in each group 

as shown in Figure 7- 34. However, “Self-harm” was most groups’ favorite option. 
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Figure 7-34: Vignette 2. Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and 
researchers (N= 51), and other occupations (N= 20) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The same type of variability due to relatively small group sizes was also found for analysis by 

professional background as displayed in Figure 7- 35. All groups except psychologists, which were a 

small group (n=13), chose “self-harm” most frequently.  
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Figure 7-35: Vignette 2. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 39) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

“Self-harm” was thus the most agreed upon term for Vignette 2 between both samples and across 

most groups. The “non-suicidal self-injury” appeared to be associated with the “English spoken” group.  

 

7.5.1.3 Vignette 3 

The third vignette in this section tested a definition in which “a person harms him- or herself without 

any intention to die, and dies.” Figure 7- 36 shows the most frequent choice for both ‘experts‘ and IASP 

members was “suicide”. The “accident” option was the second most frequent choice for both samples. 
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Figure 7-36: Vignette 3. Proportion of ‘experts’ (N = 46) and IASP members (N = 79) who chose one out 
of several terms or expressions to name the behaviour described in the vignette 

Patterns of response by income group were relatively homogeneous as shown in Figure 7- 37. “Suicide” 

and “accident” were chosen more often than other options in both income groups.  
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Figure 7-37: Vignette 3: Proportion of respondents coming from high income countries (HIC; N = 88) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

With regards to language background (Figure 7- 38) the most frequent choice was “suicide” in both 

groups.  
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Figure 7-38: Vignette 3. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 64) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

Multiple response options and small group sizes gave a relatively heterogeneous picture in Figure 7- 

39 for analysis by occupation. However, the most common choice was “suicide” for all except the 

“other” category.  
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Figure 7-39: Vignette 3. Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and 
researchers (N= 51), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

With regards to occupational background, the same effect of group sizes and multiple-choice options 

was found as shown in Figure 7- 40. Nevertheless, “suicide” was all except epidemiologists’ favourite 

response.  
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Figure 7-40: Vignette 3. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The “suicide “option was thus the most frequently chosen option for Vignette 3 in both samples and 

most groups.  

 

7.5.1.4 Vignette 4 

The fourth vignette presented a definition of a non-fatal suicidal behaviour where “a person harms 

him- or herself, but, for whatever reasons, cannot state his or her intentions and the person survives. 

“ 

Figure 7- 41 shows that ‘experts’ were significantly more likely than IASP members to choose their first 

option “suicide attempt” (OR: 2.82; CI 95 %: 1.22-6.49; p= 0.013; 2 missing). “Self-harm” was the option 

having the most agreement between samples.   



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

205 
 

 

Figure 7-41: Vignette 4. Proportion of ‘experts’ (N = 45) and IASP members (N = 79) who chose one out 
of several terms or expressions to name the behaviour described in the vignette. * significant 
difference between samples compared to all other responses (p<0.05) 

Analysis by income groups shown in Figure 7- 42 highlight that respondents from HIC were significantly 

less likely to choose the “suicide attempt” option than LMIC respondents (OR: 0.40; CI 95 %: 0.17-0.93; 

p=0.031, 2 missing) compared to other response options. “Suicide attempt” was HIC respondents most 

chosen option, and “self-harm” was LMIC respondents most chosen option.  
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Figure 7-42: Vignette 4: Proportion of respondents coming from high income countries (HIC; N = 87) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette. * significant difference between groups compared 
to all other responses (p<0.05) 

In terms of language background (Figure 7- 43), the highest level of consensus was for the “suicide 

attempt” option.  
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Figure 7-43: Vignette 4. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 63) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

Figure 7- 44 highlights significant variability for the first option “suicide attempt.” Indeed, clinicians 

(including those that were both) were more likely to choose this option compared to all other groups 

(OR: 2.61; CI 95 %: 1.09 - 6.25; p=0.029; 2 missing).  
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Figure 7-44: Vignette 4. Proportion of clinicians (N= 16), researchers (N= 38), both clinicians and 
researchers (N= 51), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette. 

Figure 7- 45 displays contrasting levels of agreement between professional background groups. 

“Suicide attempt” and “Self-harm” appeared to be chosen most frequently by two large groups 

(medical doctors and “other”, respectively).   
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Figure 7-45: Vignette 4. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 12), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Overall for Vignette 4, “suicide attempt” and “self-harm” (closely followed by “deliberate self-harm”) 

were the most frequent choices. The “suicide attempt” generated significant difference between 

samples, income, and occupation groups.  

7.5.1.5 Vignette 5 

The fifth vignette was similar to the previous one but here the person did not want to state intention: 

“when a person harms him- or herself, but does not want to state his or her intentions and the person 

survives, his or her act is.” Figure 7- 46 shows that “self-harm” generated the highest consensus 

between samples.  
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Figure 7-46: Vignette 5. Proportion of ‘experts’ (N = 45) and IASP members (N = 79) who chose one out 
of several terms or expressions to name the behaviour described in the vignette 

HIC and LMIC group respondents (Figure 7- 47) had different first choices. However, among the most 

frequent choices, the “suicide attempt” option reached the highest consensus. 
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Figure 7-47: Vignette 5: Proportion of respondents coming from high income countries (HIC; N = 87) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The patterns of response by language groups shown in Figure 7- 48 were quite variable. The “No English 

spoken” group chose “suicide attempt” (37.7 %) first and significantly more than the “English spoken” 

group (OR: 2.86; CI 95 %: 1.25 - 6.57; p= 0.012; 2 missing).  The “self-harm” option generated consensus 

and was chosen frequently.  
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Figure 7-48: Vignette 5. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 63) who chose one out of several terms or expressions to 
name the behaviour described in the vignette. * significant difference between groups compared to 
all other responses (p< 0.05) 

Analysis by occupation (Figure 7- 49) showed poor consensus between occupation categories. The 

largest category (i.e. “both”) chose “suicide attempt” most frequently.  
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Figure 7-49: Vignette 5. Proportion of clinicians (N= 16), researchers (N= 38), both clinicians and 
researchers (N= 51), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 50 also shows poor consensus between professional background groups for the most chosen 

options, i.e. “suicide attempt”, “self-harm”, and “deliberate self-harm”.  
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Figure 7-50: Vignette 5. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 12), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

As for Vignette 4, “suicide attempt”, “self-harm”, and “deliberate self-harm” were the most frequently 

chosen options for Vignette 5. A significant difference was found for the “suicide attempt” option 

between language background groups. “Self-harm” reached higher consensus between samples and 

language groups. 

 

7.5.1.6 Vignette 6 

Vignette 6 depicts a fatal suicidal behaviour in which “when a person dies as a consequence of harming 

him or herself, but his or her intentions in doing so cannot be known or inferred.” Figure 7- 51 shows 

a dichotomous pattern of responses for this vignette. ‘Experts’ chose the “suicide” option (58.7 %) 

most frequently and significantly more than IASP members (OR: 2.95; CI 95 %: 1.39 - 6.25; p=0.004). 
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Inversely, IASP members chose the “undetermined death (open verdict)” option first (37.5 %). The 

latter option reached a higher consensus than “suicide”.  

 

Figure 7-51: Vignette 6. Proportion of ‘experts’ (N = 46) and IASP members (N = 80) who chose one out 
of several terms or expressions to name the behaviour described in the vignette. * Significant 
difference between samples compared to all other responses (p<0.01) 

Figure 7- 52 interestingly shows that the choice between the two options mentioned above may have 

been conditioned to a certain extent, by income status. The HIC group was significantly more likely to 

choose “undetermined death (open verdict)” than the LMIC group (2.53; CI 95 %: 1.00 - 6.39; p=0.046). 

Consensus between income groups was higher for the “suicide” option. 
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Figure 7-52: Vignette 6: Proportion of respondents coming from high income countries (HIC; N = 89) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette. * significant difference between groups compared 
to all other responses (p<0.05) 

Figure 7- 53 shows that language background may also have had an effect on samples’ choices. The 

“No English spoken” group was significantly more likely to choose “suicide” than the “English spoken” 

group (OR: 2.31; CI 95 %: 1.12 - 4.76; p= 0.022). The choice patterns were more similar between 

language groups for “undetermined death” than for “suicide”. 
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Figure 7-53:  Vignette 6. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 65) who chose one out of several terms or expressions to 
name the behaviour described in the vignette. * significant difference between groups compared to 
all other responses (p<0.05) 

Figure 7- 54 shows the same dichotomic choice pattern for occupation groups. Consensus between 

occupation groups appeared to be higher for the “suicide” option. 
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Figure 7-54: Vignette 6. Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and 
researchers (N= 51), and other occupations (N= 20) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 55 shows that more than half of medical doctors chose “suicide” for this vignette, and they 

were significantly more likely than other groups of choosing this option (OR: 2.41; CI 95 %: 1.10-5.28; 

p=0.026; 1 missing).  
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Figure 7-55: Vignette 6. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 39) who chose one out of several terms or expressions 
to name the behaviour described in the vignette.  

To summarize for Vignette 6, the “suicide” and “undetermined death” options appeared to be chosen 

most often across analyses. The “suicide” option generated significant differences in terms of samples, 

language, and professional background. The “undetermined death” option, on the other hand 

generated a significant difference only between income groups.  

 

7.5.2 Suicidal ideation 

This is the second of the three sections on other forms of suicidal behavior than suicide. It comprises 

4 vignettes (7-10). 
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7.5.2.1 Vignette 7 

The first vignette in this section (vignette 7) depicted the case of a person “who occasionally thinks of 

suicide when confronted to distress.” Responses for this vignette were quite comparable between 

both samples (Figure 7- 56). Even if ‘experts’ were significantly more likely than were IASP members 

to choose “suicidal ideation” (OR: 2.28; CI 95 %: 1.01 - 5.14; p=0.044; 1 missing), this option was clearly 

the most agreed upon in both samples. 

 

Figure 7-56: Vignette 7. Proportion of ‘experts’ (N = 46) and IASP members (N = 79) who chose one out 
of several terms or expressions to name the behaviour described in the vignette. * significant 
difference between samples compared to all other responses (p<0.05) 

“Suicidal ideation” similarly reached high agreement in both income groups as shown in Figure 7- 57.  



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

221 
 

 

Figure 7-57: Vignette 7: Proportion of respondents coming from high income countries (HIC; N = 88) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Patterns of response by language groups (Figure 7- 58) were similar, and the “suicidal ideation” option 

was chosen most frequently. 
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Figure 7-58: Vignette 7. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 64) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

All occupation groups similarly chose the suicidal ideation” first for Vignette 7 as shown in Figure 7- 

59.  
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Figure 7-59: Vignette 7. Proportion of clinicians (N= 16), researchers (N= 38), both clinicians and 
researchers (N= 51), and other occupations (N= 20) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 60 again shows consensus between professional background groups for “suicide ideation”.  

 

Figure 7-60: Vignette 7. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behavior described in the vignette 
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Across all samples and groups, the “suicide ideation” option was clearly the most agreed upon for 

Vignette 7. 

 

7.5.2.2 Vignette 8 

Vignette 8 depicted a person “who continuously thinks of suicide but has no suicidal intent.” Figure 7- 

61 shows that vignette 8 was a bit less agreed upon than Vignette 7. ‘Experts’ and IASP members chose 

the “suicidal ideation” option most frequently. However, for IASP members, this choice was closely 

followed by the “persistent suicide ideation” option (36.3 %), and this had a relatively heavy effect on 

the patterns of response by groups as shown below.  

 

Figure 7-61: Vignette 8. Proportion of ‘experts’ (N = 46) and IASP members (N = 80) who chose one out 
of several terms or expressions to name the behaviour described in the vignette 

In Figure 7- 62 one can see that income groups followed the same patterns of choice and similarly 

chose “suicidal ideation” most frequently.  
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Figure 7-62: Vignette 8: Proportion of respondents coming from high income countries (HIC; N = 89) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Patterns of responses by language background (Figure 7- 63) were also similar and both groups 

comparably chose “suicidal ideation” first. 
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Figure 7-63: Vignette 8. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 65) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

Figure 7- 64 shows that all occupation groups chose “suicidal ideation” first. “Persistent suicide 

ideation” was also chosen quite often. 
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Figure 7-64: Vignette 8. Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and 
researchers (N= 51), and other occupations (N= 20) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The same can be said of professional background groups (Figure 7- 65) who equally chose “suicidal 

ideation” first.  

 

Figure 7-65: Vignette 8. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 39) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 
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Overall, Vignette 8 was associated with “suicidal ideation” more than with “persistent suicide 

ideation”.  

7.5.2.3 Vignette 9 

This vignette depicts a person who “hopes for death but has no thoughts of killing him- or herself.” 

Figure 7- 66 shows similar patterns of response between samples. ‘Experts’ chose “death wishes” 

comparably to IASP members in more than half the cases. 

 

Figure 7-66: Vignette 9. Proportion of ‘experts’ (N = 46) and IASP members (N = 79) who chose one out 
of several terms or expressions to name the behaviour described in the vignette 

Patterns of response by income group were very similar (Figure 7- 67).  



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

229 
 

 

Figure 7-67: Vignette 9: Proportion of respondents coming from high income countries (HIC; N = 88) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Responses by language groups (Figure 7- 68) were relatively similar. “Death wishes” was chosen in half 

or more responses in both groups. 

 

Figure 7-68: Vignette 9. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 64) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 
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Out of all occupation groups (Figure 7- 69), only the relatively small “other” group (n=19) chose 

“passive suicidal ideation” first.  

 

Figure 7-69: Vignette 9. Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and 
researchers (N= 51), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 70 displays a comparable pattern of response by professional background, and “death 

wishes” was chosen most frequently in all groups.  
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Figure 7-70: Vignette 9. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Vignette 9 was quite clearly associated with “death wishes” across all samples and groups. 

 

7.5.2.4 Vignette 10 

This vignette depicts a person who “hopes for death by killing him- or herself.” Figure 7- 71 shows 

similar patterns of response between ‘expert’ and IASP member samples. As usual up to this point, 

difference between choice options were more contrasted for the ‘expert’ sample than for the IASP 

member sample. More than half of both samples chose “suicidal ideation” most frequently.  



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

232 
 

 

Figure 7-71: Vignette 10. Proportion of ‘experts’ (N = 46) and IASP members (N = 79) who chose one 
out of several terms or expressions to name the behaviour described in the vignette 

Responses were a bit more variable between income groups (Figure 7- 72) even if both groups chose 

“suicidal ideation” first.  
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Figure 7-72: Vignette 10: Proportion of respondents coming from high income countries (HIC; N = 88) 
vs. low- and middle-income countries (LMIC; N = 37) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The odds were more comparable between language groups regarding the “suicidal ideation” option 

and both groups chose this answer first as shown in Figure 7- 73.  

 

Figure 7-73: Vignette 10. Proportion of respondents coming from a country where no English is spoken 
(N = 61) and where English is spoken (N = 64) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 
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All occupation groups (Figure 7- 74) homogeneously chose “suicidal ideation” first.  

 

Figure 7-74: Vignette 10. Proportion of clinicians (N= 16), researchers (N= 39), both clinicians and 
researchers (N= 51), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The same could be said for professional background groups (Figure 7- 75).  

 

Figure 7-75: Vignette 10. Proportion of medical doctors (N= 37), psychologists (N= 36), epidemiologists 
(N= 13), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

All samples and groups chose “suicidal ideation” most frequently for Vignette 10. 
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7.5.3 Suicidal ideation or behaviour 

This is the third of the three sections described above and proposes definitions supposedly at the limit 

between behaviors and ideation. It comprises 6 vignettes (11-16). 

7.5.3.1 Vignette 11 

The first vignette in this section (vignette 11) depicts a person who “states suicidal intention without 

engaging in behavior.” Figure 7- 76 shows that the preferred choice was “is experiencing suicidal 

ideation” for both ‘experts’ and IASP members in more than half the cases.  

 

Figure 7-76: Vignette 11. Proportion of ‘experts’ (N = 45) and IASP members (N = 78) who chose one 
out of several terms or expressions to name the behaviour described in the vignette 

Analysis by income group (Figure 7- 77) showed a more heterogeneous picture even if the “is 

experiencing suicidal ideation” option remained the preferred choice for both groups. Indeed, the HIC 
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group was significantly more likely to choose this option than the LMIC group was (2.63; CI 95 %: 1.18-

5.87; p=0.017; 3 missing). 

 

Figure 7-77: Vignette 11: Proportion of respondents coming from high income countries (HIC; N = 88) 
vs. low- and middle-income countries (LMIC; N = 35) who chose one out of several terms or expressions 
to name the behaviour described in the vignette. * significant difference between groups compared 
to all other responses (p<0.05) 

Patterns of response by language (Figure 7- 78) were closer to the ones by sample with the same 

preferred choice for both groups, i.e. “is experiencing suicidal ideation” in half of responses or more.  
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Figure 7-78: Vignette 11. Proportion of respondents coming from a country where no English is spoken 
(N = 60) and where English is spoken (N = 63) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

A clear preference for all occupation groups is shown for the “suicidal ideation” option in Figure 7- 79.  
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Figure 7-79: Vignette 11. Proportion of clinicians (N= 15), researchers (N= 39), both clinicians and 
researchers (N= 50), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

All professional background groups (Figure 7- 80) chose the “suicidal ideation” option most often, 

however, medical doctors were significantly less likely than other occupation groups to choose this 

option compared to other response options (OR: 0.24; CI 95 %: 0.10-0.54; p< 0.001; 4 missing).  
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Figure 7-80: Vignette 11. Proportion of medical doctors (N= 37), psychologists (N= 35), epidemiologists 
(N= 12), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behaviour described in the vignette.  

Across analyses, Vignette 11 was clearly associated with the “suicidal ideation” option.  

7.5.3.2 Vignette 12 

This vignette depicts someone who “mimics (i.e. acts in a way that has the appearance of) suicidal 

behavior without sustaining any injuries.” Figure 7- 81 shows heterogeneous patterns of response 

between samples. Eight respondents did not answer to this vignette, highlighting some level of 

discomfort. ‘Experts’ chose “is engaging in suicidal behavior” and “has made a suicide threat” in 

identical proportions of 30.2 %. IASP members on the other hand, chose “is engaging in suicidal 

behavior” in most cases (38.7 %) and “suicide threat” in only 13.3 % of cases (second choice). ‘Experts’ 

were significantly more likely to choose “has made a suicide threat” than IASP members (OR: 2.82; CI 

95 %: 1.11-7.15; p= 0.026; 8 missing). 
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Figure 7-81: Vignette 12. Proportion of ‘experts’ (N = 43) and IASP members (N = 75) who chose one 
out of several terms or expressions to name the behaviour described in the vignette. * significant 
difference (p<0.05) 

Income groups (Figure 7- 82) had different preferred choices. The HIC group chose the “is engaging in 

suicidal behavior” first and significantly more than the LMIC group (4.32; CI 95 %: 1.52 - 12.26; p=0.003; 

8 missing). The LMIC group chose the “suicide threat” option close to significantly more than the HIC 

group (OR: 0.42; CI 95%: 0.16 - 1.07; p=0.065). 
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Figure 7-82: Vignette 12: Proportion of respondents coming from high income countries (HIC; N = 85) 
vs. low- and middle-income countries (LMIC; N = 33) who chose one out of several terms or expressions 
to name the behaviour described in the vignette. * Significant difference between groups compared 
to other response options (p<0.01) 

Figure 7- 83 shows that pattern of response by language background, and pattern of response by 

samples parallel each other somewhat, as did the pattern of response by income group. The “No 

English spoken” group, chose “suicide threat” most frequently. The “English spoken” group chose “is 

engaging in suicidal behavior” most often. The “No English spoken” group was significantly less likely 

than the other group to choose “is engaging in suicidal behavior” (OR: 0.29; CI 95 %: 0.13-0.65; 

p=0.002; 8 missing) and significantly more likely than the other group to choose “suicide threat” (OR: 

2.76: CI 95 %: 1.04-7.33; p= 0.037; 8 missing).  
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Figure 7-83: Vignette 12. Proportion of respondents coming from a country where no English is spoken 
(N = 59) and where English is spoken (N = 59) who chose one out of several terms or expressions to 
name the behaviour described in the vignette. * significant difference between groups compared to 
all other responses (p<0.05) 

All occupation groups (Figure 7- 84) chose “is engaging in suicidal behavior” for this vignette.  
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Figure 7-84: Vignette 12. Proportion of clinicians (N= 15), researchers (N= 37), both clinicians and 
researchers (N= 48), and other occupations (N= 18) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

All professional groups except for medical doctors chose “is engaging in suicidal behavior” most 

frequently as shown in Figure 7- 85. Medical doctors chose this option and “suicide threat” in identical 

proportions. 
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Figure 7-85: Vignette 12. Proportion of medical doctors (N= 35), psychologists (N= 35), epidemiologists 
(N= 11), and other professional backgrounds (N= 36) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Vignette 12 was associated with the “suicidal behavior” and the “suicide threat” options, however both 

of these generated significant differences between samples or groups. 

 

7.5.3.3 Vignette 13 

This vignette depicts a person who “has decided how and when to perform a suicidal act, but does not 

actively prepare anything.” Figure 7- 86 shows a clear choice for the “has made a suicide plan” option 

for both the ‘expert’ (71.1 %) and the IASP member (65.4 %) samples.  
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Figure 7-86: Vignette 13. Proportion of ‘experts’ (N = 45) and IASP members (N = 78) who chose one 
out of several terms or expressions to name the behaviour described in the vignette 

The picture was relatively similar for the pattern of response by income group as shown in Figure 7- 

87.  
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Figure 7-87: Vignette 13: Proportion of respondents coming from high income countries (HIC; N = 88) 
vs. low- and middle-income countries (LMIC; N = 35) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

The situation was the same for responses by language group, and the “suicide plan” option was chosen 

by both groups in more than half of responses.  
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Figure 7-88: Vignette 13. Proportion of respondents coming from a country where no English is spoken 
(N = 60) and where English is spoken (N = 63) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

Occupation groups (Figure 7- 89) followed the same pattern.  
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Figure 7-89: Vignette 13. Proportion of clinicians (N= 15), researchers (N= 39), both clinicians and 
researchers (N= 50), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 90 displays again the same pattern of response as for other analyses, and all groups chose 

the “suicide plan” option first. However, medical doctors were significantly less likely to choose this 

option than other groups were (OR: 0.41; CI 95 %: 0.18 - 0.92; p= 0.028; 4 missing). They still chose the 

“suicide plan” in more than half of responses.  
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Figure 7-90: Vignette 13. Proportion of medical doctors (N= 37), psychologists (N= 35), epidemiologists 
(N=12), and other professional backgrounds (N= 38) who chose one out of several terms or expressions 
to name the behaviour described in the vignette.  

Vignette 13 was clearly associated with the “suicide plan” option in all analyses.  

7.5.3.4 Vignette 14 

This vignette depicts a person who “prepares a suicidal act (e.g. assembles pills, buys a gun, attaches 

a rope, visits a bridge), but does not initiate it and thus does not sustain any injuries.” Figure 7- 91 

shows that for both samples the two options “is engaging in preparatory suicidal behavior” and “has 

made a suicide plan” were chosen in relatively close proportions. The former was, however, chosen 

more often for both samples. 
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Figure 7-91: Vignette 14. Proportion of ‘experts’ (N = 45) and IASP members (N = 77) who chose one 
out of several terms or expressions to name the behaviour described in the vignette 

Figure 7- 92 shows that the HIC group followed the same pattern as that described above, however, 

respondents from that group were significantly more likely than the LMIC group to choose the 

“preparatory suicidal behavior” option (OR: 2.65; CI 95 %: 1.11 - 6.33; p=0.025; 4 missing). LMIC 

respondents chose the “suicide plan” option first, and this option elicited more consensus between 

groups. 
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Figure 7-92: Vignette 14: Proportion of respondents coming from high income countries (HIC; N = 88) 
vs. low- and middle-income countries (LMIC; N = 34) who chose one out of several terms or expressions 
to name the behaviour described in the vignette. * significant difference (p<0.05) 

The “No English spoken” and “English spoken” groups’ response patterns paralleled samples’ response 

patterns. The “preparatory suicidal behavior” option was the most chosen in both groups As shown in 

Figure 7 - 93.  
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Figure 7-93: Vignette 14. Proportion of respondents coming from a country where no English is spoken 
(N = 58) and where English is spoken (N = 64) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

Figure 7- 94 displays close proportions of responses for the “suicide plan” option and the “preparatory 

suicidal behavior” option for all occupation groups.  
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Figure 7-94: Vignette 14. Proportion of clinicians (N= 15), researchers (N= 38), both clinicians and 
researchers (N= 49), and other occupations (N= 20) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 95 shows that professional background groups followed similar patterns. Medical doctors 

chose the “preparatory suicidal behavior” option most frequently. Epidemiologists clearly chose the 

“suicide plan” option first.  
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Figure 7-95: Vignette 14. Proportion of medical doctors (N= 37), psychologists (N= 35), epidemiologists 
(N= 10), and other professional backgrounds (N= 39) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Analyses in terms of occupation and professional background for Vignette 14 showed similar levels of 

choice between the “suicide plan” and the “preparatory suicidal behavior” options. The latter option 

was ‘experts’’, IASP members’, HIC respondents’, and both language background groups most frequent 

choice. “Suicide plan” was LMIC respondents most frequent choice. Overall, Vignette 14 appears to be 

more associated with the “preparatory suicidal behavior” option.  

 

7.5.3.5 Vignette 15 

This vignette depicts a person who “initiates a suicidal act (e.g. stands or sits on the edge of a high 

bridge, ties a rope around his or her neck), but stops him or herself before sustaining any injuries.” 
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Figure 7- 96 shows that ‘experts’’ most frequent choice was “Has made a suicide attempt”, very closely 

followed by “Has made an aborted suicide attempt”. IASP members chose “Has made an aborted 

suicide attempt” much more often than other options.  

 

Figure 7-96: Vignette 15. Proportion of ‘experts’ (N = 45) and IASP members (N = 76) who chose one 
out of several terms or expressions to name the behaviour described in the vignette 

Income groups appeared to vaguely parallel samples as shown in Figure 7- 97. HIC group respondents 

chose the “aborted suicide attempt” option most frequently and were more likely to do so than the 

LMIC group, however not quite significantly more (OR: 2.36; CI 95 %: 0.92-6.02; p=0.068; 5 missing). 

The LMIC group chose the “suicide attempt” option most frequently, was more likely to do so than the 

HIC group, and this was also close to being significant (OR: 0.42; CI 95 %: 0.16-1.08; p=0.068; 5 missing).  
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Figure 7-97: Vignette 15: Proportion of respondents coming from high income countries (HIC; N = 87) 
vs. low- and middle-income countries (LMIC; N = 34) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Figure 7- 98 shows that both language groups chose “Has made an aborted suicide attempt” most 

often.  
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Figure 7-98: Vignette 15. Proportion of respondents coming from a country where no English is spoken 
(N = 58) and where English is spoken (N = 63) who chose one out of several terms or expressions to 
name the behaviour described in the vignette 

Figure 7- 99 shows that most groups chose the “aborted suicide” option first. Clinicians chose “is 

engaging in suicidal behavior” just as often as the “aborted suicide” option.  
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Figure 7-99: Vignette 15. Proportion of clinicians (N= 15), researchers (N= 38), both clinicians and 
researchers (N= 49), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

All professional background groups (Figure 7- 100) chose “has made an aborted suicide attempt” most 

often.  
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Figure 7-100: Vignette 15. Proportion of medical doctors (N= 37), psychologists (N= 35), 
epidemiologists (N= 10), and other professional backgrounds (N= 38) who chose one out of several 
terms or expressions to name the behaviour described in the vignette 

Most analyses for Vignette 15 show an association with the “aborted suicide attempt” option. 

 

7.5.3.6 Vignette 16 

This vignette depicts a person who “initiates a suicidal act (e.g. stands or sits on the edge of a high 

bridge, ties a rope around his or her neck), but is stopped by someone else before sustaining any 

injuries.” Figure 7- 101 shows that ‘experts’ and IASP members chose “Has made an interrupted suicide 

attempt” most. ‘Experts’ were significantly less likely to choose their first option “interrupted suicide 

attempt” than IASP members were (OR: 0.46; CI 95 %: 0.21 - 0.97; p=0.039; 5 missing).  
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Figure 7-101: Vignette 16. Proportion of ‘experts’ (N = 45) and IASP members (N = 76) who chose one 
out of several terms or expressions to name the behaviour described in the vignette. * significant 
difference (p<0.05) 

Both income groups (Figure 7- 102) chose the “interrupted suicide attempt” option most frequently.  
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Figure 7-102: Vignette 16: Proportion of respondents coming from high income countries (HIC; N = 87) 
vs. low- and middle-income countries (LMIC; N = 34) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

Identically, both language groups (Figure 7- 103) chose the interrupted suicide attempt” option first. 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

262 
 

 

Figure 7-103: Vignette 16. Proportion of respondents coming from a country where no English is 
spoken (N = 58) and where English is spoken (N = 63) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

All occupation groups (Figure 7- 104) chose the “interrupted suicide attempt” option most frequently 

in vignette 16.  
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Figure 7-104: Vignette 16. Proportion of clinicians (N= 15), researchers (N= 38), both clinicians and 
researchers (N= 49), and other occupations (N= 19) who chose one out of several terms or expressions 
to name the behaviour described in the vignette 

All professional background groups (Figure 7-105), except epidemiologist who identically chose the 

“suicide attempt” and the “interrupted suicide attempt” option in half the cases, chose the 

“interrupted suicide attempt” option first.  
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Figure 7-105: Vignette 16. Proportion of medical doctors (N= 37), psychologists (N= 35), 
epidemiologists (N= 10), and other professional backgrounds (N= 38) who chose one out of several 
terms or expressions to name the behaviour described in the vignette 

Vignette 16 appears to be associated with the “interrupted suicide attempt” option across all analyses.  

 

7.6 Conclusion 

Analysis of results for each of the four characteristics of the definition of suicide and for the 16 

vignettes describing different, or supposedly different types of behaviours than suicide has enabled 

the identification of variably agreed upon terms, definitions, and features of definitions among two 

international samples of respondents. These various terms, definitions, features of definitions, and 
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their respective and variable levels of agreement will be discussed in the next chapter in order to 

propose a shared nomenclature for suicidal behaviors.  
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8 DISCUSSION OF RESULTS 

 

8.1 Introduction 

The aim of the present chapter is to propose an internationally applicable nomenclature of suicidal 

behaviours based on the analysis of the results of the Worldwide Study of Definitions and Terms for 

Suicidal Behaviors © (WSDTSB) that were analysed in the preceding chapter. The same general layout 

as in previous chapter will be followed. In the first section, four subsections will discuss each the four 

main characteristics of the definition of suicide and suggest a universal definition of suicide. The 

following sections will discuss definitions and terminology regarding various types of fatal and non-

fatal suicidal behaviour and ideation. A tentative nomenclature for suicidal behaviours and ideation 

will finally be proposed based on the discussion.  

 

8.2 The definition of suicide 

Each of the four characteristics of the definition of suicide will now be discussed in the light of the 

analysis of responses given by participants to the WSDTSB, their comments left on the online 

questionnaire, and inputs from the literature. Each of the corresponding subsections will in turn 

propose arguments and suggest which features should be included and which ones should be excluded 

regarding each of the four characteristics of the definition of suicide, i.e. outcome, intent, knowledge, 

and agency. In the end, based on the discussion, a universal definition of suicide will be proposed.  

 

8.2.1 Outcome 

Analysis of results for this characteristic of suicide revealed that the outcome of suicide could only be 

death in the opinion of the vast majority of respondents in both samples. This agreement of both 
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samples was supported by results of analysis by income and language status in country of origin, 

occupation, and professional background. Both income groups, both language background groups, all 

occupation and professional background groups agreed in a majority of responses that suicide is an 

act that necessarily leads to death. No significant differences were found between samples or groups.  

Comments of respondents often stressed the distinction between suicide and other non-fatal forms of 

suicidal behaviour and recommended the use of other terms than ‘suicide’ for behaviours where the 

outcome was not fatal.  

This was in favour of a strong and agreed upon relationship between death as an outcome and the 

definition of suicide, and was also in line with definitions of suicide in the literature (Goodfellow, 

Kõlves, & de Leo, 2018 and Chapter 4). Only 2 out of 19 definitions found in the systematic literature 

review presented in Chapter 4 did not mention death as an outcome of suicide. Baechler’s (1980) 

psychanalytically inspired definition mentioned that the outcome could be “successful or symbolic,” 

“present or long term,” “absolute or relative,” “total or partial” (p. 74). Fairbairn’s (1995) definition of 

the act does not mention any outcome. All other definitions clearly mention that the act results in 

death.  

The word ‘necessarily’ was added to the statement regarding outcome in the study questionnaire 

(“Suicide is an act that necessarily leads to death”) to test this feature (i.e. that outcome is death). It is 

usually expected that respondents prefer not to choose statements phrased in a too discriminant way. 

However, the strong proportion of definitions in the literature including death as an outcome of suicide 

made it necessary to argument for or against a strong link between death and suicide. The fact that 

only a minority of respondents agreed with the fact that suicide may result in survival could be a strong 

argument under these circumstances.  

Including the word ‘necessarily’ in the final definition of suicide may however not be needed, as it 

could be redundant and thus confusing. Furthermore, no definitions in the literature review included 

this word. Staying in line with these definitions may favour a wider use.  The word ‘necessarily’ was 
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thus not included in the definition proposed here for purposes of clarity and conciseness. The first part 

of a definition of suicide could thus be: Suicide is an act resulting in death. 

 

8.2.2 Intent 

The first proposed statement regarding intent was: “Suicide is an act that can only be done with an 

intent to die.” As for the first statement on outcome, the inclusion of the expression “can only be done” 

may seem oriented in the sense that respondents may usually not agree with statements including 

expressions like ‘always’, ‘never’, or ‘can only be’ because they are too discriminant. However, intent 

to die was a central defining characteristic in a vast majority of definitions found in the literature 

(Goodfellow et al., 2018 and Chapter 4). The first statement thus aimed at bringing a solid argument 

to confirm or refute these findings. ‘Experts’, the “No English spoken” group, the LMIC group, clinicians 

(including those who were both), all professional background groups except psychologists agreed with 

the statement in less than half the cases. IASP members, the “English spoken” group, the HIC group, 

and researchers (including those who were both) agreed to this statement in close to or slightly above 

half the cases. No significant differences were found for this statement.  

The first statement mentioned above and the last statement in the cluster of statements on intent (i.e. 

“Suicide is an act that may be done without explicit intent to die”) can be considered to be logically 

exclusive of one another.  All samples and groups agreed to the last statement in a consistently higher 

proportion of responses than for the first statement, i.e. between 3 and 14%, except for researchers 

(including those who were “both”) who agreed equally with both. The difference in agreement 

between the first and last statements regarding intent was thus quite thin. However, the last statement 

“suicide is an act that may be done without explicit intent to die” was chosen in more than half of 

responses for a vast majority of groups.  
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The significant difference of responses between samples to the statement “Suicide is an act that may 

be done with an intent other than an explicit intent to die” might point to a problem of comprehension, 

as reflected in comments of some respondents. The statement could have been understood in two 

different ways. The relatively high proportion of ‘experts’ agreeing with this statement probably 

reflects the fact that it was understood by them in an inclusive way, i.e. an explicit intent to die and 

some coexisting other intent, rather than in an exclusive way, i.e. no explicit intent to die but some 

other intent. The majority IASP members probably have understood the statement in the exclusive 

way, as the proportion of agreement to this statement is very close to the one for the last statement, 

“may be done without explicit intent to die.” The statement “Suicide is an act that may be done with 

an intent other than an explicit intent to die” was agreed with in more than half of responses for all 

samples and groups despite the differences it elicited.  

Close to or more than 60 % of respondents in both samples, and all groups agreed with non-clear-cut 

statements “Suicide is an act that may be done with an ambiguous or unclear intent” and “Suicide is 

an act that may be done with an intent to take the risk of dying”. Despite some significant differences 

between income and occupation groups, the level of consensus for these statements was high.  

These response patterns suggest that intent to die may be insufficient to grasp the reality of intent as 

a defining feature of suicide in the opinion of participants. This is in line with only a minority of 

definitions of suicide found in the literature (Goodfellow et al., 2018 and Chapter 4). Indeed, 15 out of 

19 definitions of suicide presented in the literature review in Chapter 4 included intent to die, 

highlighting it as a central feature in published definitions. Some definitions were however out of line 

with this conception. The definition by Beck et al. (1973) mentioned that an act had to be “willful” (p.7) 

to be defined as a suicide, but no mention of what was intended (or willed) could be found. Baechler’s 

(1980) psychoanalytically oriented definition of suicide mentioned that suicide could be involuntary. 

Egel’s (1999) definition did not mention intent and the author justified this by arguing that intent was 

not observable, just as Durkheim did a century earlier (Durkheim, 1897). Finally, De Leo et al.’s (2006) 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

270 
 

definition of suicide mentioned “wanted changes” (p. 12). Authors argued that intent to die was 

insufficient to grasp the complexity of intentions and motives in suicidal behaviours, basing their views 

on their experience of the WHO EURO Multicenter Study on Suicidal Behavior (Bille-Brahe, Kerkhof, 

De Leo, & Schmidtke, 2004). They also mentioned intent to die could be absent, and that people 

attempting suicide may on the contrary be attempting to improve their life. Answers of respondents 

in the present study appeared to confirm this view.  

The most delicate issue in this part is probably whether or not suicide can be performed without 

explicit intent to die. Comments from respondents argued for both possibilities. Many respondents 

stress that intent to die is insufficient, and that the act may be performed to cease suffering for 

instance, or to attain some other aim besides death. Other respondents, while acknowledging this, 

argue that in cases where no intent to die can be evidenced, other terms (e.g. self-harm) should be 

used.  

Interestingly, Vignette 3 in the section on other forms of suicidal behaviours: “when a person harms 

him- or herself without any intention to die, and dies” is more often considered to be a suicide than 

any other type of suicidal behaviour according to ‘experts’, IASP members, and all other groups (except 

LMIC) as detailed below.  

This could deserve further research. However, at this point it would seem legitimate to state that in 

the opinion of the major part of respondents, and without significant difference, suicide may be 

performed without explicit intent to die. The word explicit leaves open the question of whether intent 

could still be implicit. The operationalization of this feature of intent in the definition of suicide may 

raise difficult issues in terms of death certification however.  

From all the arguments above it appears that a universal statement regarding intent in the definition 

of suicide could be: Suicide is an act in which intent may be ambiguous or unclear, may be to take the 

risk of dying, or may not be an explicit intent to die. 
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The second statement regarding intent (“Suicide is an act that may be done with an intent other than 

an explicit intent to die”) was not incorporated in the definition of suicide as responses from the two 

samples were discrepant. Furthermore, incorporating that feature would have led to a redundant 

formulation with regards to the last part of the statement: “Suicide is an act that may be done without 

explicit intent to die.”  

 

8.2.3 Knowledge  

The choices of respondents in the two samples again reflected their preference for less clear-cut 

characteristics of the definition of suicide. Thus, statements containing the words ‘any’ and ‘certainty’ 

were only chosen by a minority, and the more intermediate statement “Suicide is an act that can be 

performed with the knowledge of a fatal result, but person is not certain of that result” was chosen by 

close to or more than 80% of all samples and groups. This was the most agreed-upon characteristic of 

the definition of suicide found in the study.  

The ‘certainty’ feature was added in the study questions to incite respondents to take clear cut 

decisions as in the questions regarding the other characteristics of the definition detailed above.  

All other options regarding the knowledge of the consequences of the act elicited agreement in 

consistently less than half of responses across all samples and groups except for the statement “Suicide 

is an act that can be performed without any knowledge of the consequences of the act”. The “English 

spoken”, clinician, “other” occupation, and “other” professional background groups agreed to this 

statement in half or more of responses. However, it could hardly be considered to have reached 

consensus, especially since significant differences were found in terms of language background and 

professional groups.  

Comments of respondents occasionally reflected an uneasiness with the word ‘knowledge’ and 

suggested “expectation,” or “belief”.  
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The literature review in Chapter 4 revealed that for 12 out of 19 definitions, authors mentioned 

knowledge of a potentially fatal outcome, making it a quite agreed upon feature among published 

definitions.  Baechler’s (1980) definition mentioned that knowledge could be vague and variable. 

Schneidman’s (1985) definition mentioned the act had to be “conscious” (p 203). Wreen’s definition 

(1988) mentioned the death had to be in accordance with the agent’s “action plan” (p. 17), which 

would presuppose some level of knowledge. Beauchamp’s definition (1993) mentioned that the death 

had to be the result of specific conditions arranged by the decedent, which would again presuppose 

some level of knowledge. Fairbairn’s definition (1995) mentioned that the agent “wants to die the 

death he enacts” (p. 82) which could also suppose a level of knowledge. De Leo et al.’s (2006) definition 

mentioned knowledge of a potentially fatal outcome. The other authors mentioned knowledge in their 

discussions, and implicitly included knowledge in their definitions. All authors who mentioned 

knowledge did not suggest any form of certainty, either of a fatal result, or of a non-fatal result.  

The results of the WSDTSB reveal a relatively low agreement on the possibility that suicide could be 

performed without any knowledge of the consequences of the act and suggest that knowledge is 

necessarily present, which is in line with a major part of the reviewed literature.  

Knowledge is present, albeit without certainty that the result will be fatal, as suggested by the low 

agreement to the first statement. Certainty of a fatal result is thus not required; however, logically it 

cannot be excluded from the definition, and thus may or may not be present. Certainty of a non-fatal 

result on the other hand is excluded as the low agreement to the last statement suggests.  

The resulting statement could thus be considered for inclusion in a universal definition of suicide: 

Suicide is an act which is carried out with the knowledge of a fatal result, but person may not be certain 

of that result. 

Again, the term ‘necessarily’ was not included for purposes of clarity and to avoid redundancy.  
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8.2.4 Agency 

More than half of all samples and groups except the small group of epidemiologists (n=13) agreed that 

“Suicide is an act that is initiated and necessarily carried out by oneself to the end of the action” as 

opposed to other to being initiated or carried out to the end of the action by someone else. 

Comments of respondents in this section reflected its connection to assisted suicide and euthanasia, 

but also to ‘suicide by cop’, and remaining or jumping in front of a moving object as a means of suicide 

where the death could be considered as other-inflicted. Despite these comments, it appears that in 

the view of a majority of respondents, suicide can neither be initiated, nor even carried out to the end 

of the action by an outside agent. 

These study results appear to contradict the content of the literature, as Chapter 4 highlighted that 

self-infliction was the least mentioned characteristic in published definitions. Indeed, authors included 

self-infliction in their definitions or mentioned it in their discussions in only 10 out of 19 articles. 

Furthermore, five authors noted that suicide could be self- or other-inflicted.  

In the study questionnaire, the word ‘necessarily ‘was here once again added to the statement to incite 

clear-cut decisions. Considering that respondents do not usually agree with these types of statements, 

the large agreement found for the first statement argues strongly in favour of self-infliction. The 

comments of respondents leave unanswered the question of the possibility that respondents would 

not agree that jumping in front of a moving object is a form of suicide for instance. Careful attention 

will probably have to be paid to the operationalization of this characteristic of the definition of suicide 

for classificatory purposes at a later phase. However, at this point in the process, the universal need to 

set a clear distinction between suicide and assisted suicide or euthanasia needs to be highlighted.  

Setting aside the contradiction with literature and basing decisions on the study results alone, the 

following statement could thus be proposed for inclusion in a universal definition of suicide: Suicide is 

an act which is initiated and carried out by oneself to the end of the action.  
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The word “necessarily” was deleted from the proposed statement for purposes of clarity and 

conciseness. 

 

8.2.5 A tentatively universal definition of suicide  

Based on the results of this study, and the arguments detailed above, one can propose the following 

universal definition of suicide: Suicide is an act resulting in death which is initiated and carried out by 

oneself to the end of the action, with the knowledge of a fatal result, but person may not be certain of 

that result, and in which intent may be ambiguous or unclear, may be to take the risk of dying, or may 

not be an explicit intent to die.  

 

8.3 Discussion on the other forms of suicidal behaviour and ideation 

The following section will discuss results of the WSDTSB regarding different forms of suicidal behaviour 

and ideation that are distinct, or supposedly distinct from suicide. The aim of this section as the 

preceding section for suicide, will be to propose a definition for each of the most frequently chosen 

terms and expressions by participants. At the end of this chapter, a nomenclature of suicidal 

behaviours and ideation will be proposed by summarizing the results of this discussion.  

A list of terms or expression will now be presented. These were the ones chosen by study participants. 

For each term or expression, the vignettes for which they were most frequently chosen or close to be 

most frequently chosen will be listed. Terms and definitions will thus be matched. The process of 

deciding if these matches could be included in the final nomenclature will depend on the frequency 

with which respondents chose a term or expression for the respective definition, presence or absence 

of significant difference between samples or groups, meaning of differences wherever they were 

discussed in the comments of respondents, and finally, comparison of results with reviewed literature. 
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8.3.1 The definition of suicide attempt 

The terms “suicide attempt” were among the most frequently chosen for Vignettes 1, 4, 5, 15, and 16. 

Vignette 1: “when a person harms him- or herself, with the intention to die, and survives.” This vignette 

was clearly identified by respondents as the most relevant definition of suicide attempt. This vignette 

elicited the highest level of agreement attained in the whole study.  

Comments of respondents on this vignette reveal that professionals in their country would sometimes 

consider other terms in the list, especially English-spoken countries. However, respondents 

consistently wrote that suicide attempt was by far the preferred terminology. Respondents from non-

English spoken countries sometimes provided a translation of ‘suicide attempt’ in their language (e.g. 

"samomorilni poskus" or "poskus samomora" in Slovene, or “Selvmordsforsøg” in Danish).  

Vignette 4: “when a person harms him- or herself, but, for whatever reasons, cannot state his or her 

intentions and the person survives” elicited heterogeneous responses. “Suicide attempt” and “self-

harm” (closely followed by “deliberate self-harm”) were the most frequent choices. The “suicide 

attempt” elicited significant differences between samples, income, and occupation groups. Overall, 

there appeared higher level of consensus for the “self-harm” option in Vignette 4. 

Comments of respondents for this vignette highlighted a level of indecision between options. Some 

respondents mentioned answering would require additional information, e.g. consequences of the act 

or alternate informants, or simply knowing what reasons prevented the victim from answering. 

The most logical at this point would be to abstain from including the features of the definition in 

Vignette 4 to the definition of suicide attempt.  

Vignette 5: “a person harms him- or herself, but does not want to state his or her intentions and the 

person survives.” As for Vignette 4, “suicide attempt”, “self-harm”, and “deliberate self-harm” were 

the most frequently chosen options. However, “self-harm” reached higher consensus between 

samples and language groups. 
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Comments of respondents for this vignette suggest, as for Vignette 4, the search for alternate sources 

of information; however, several comments underline that the voluntary non-disclosure of intent by a 

person suggest a higher level of severity.  

It would thus not seem legitimate at this point to incorporate the features of Vignette 5 in the 

definition of suicide attempt. Vignette 5 will be further examined with respect to self-harm and 

deliberate self-harm below.  

Vignette 15: “a person who initiates a suicidal act (e.g. stands or sits on the edge of a high bridge, ties 

a rope around his or her neck), but stops him or herself before sustaining any injuries.” Most analyses 

highlighted an association with the “aborted suicide attempt” and the “suicide attempt” options. 

Comments by French, Danish and Slovene respondents interestingly suggested that the distinction 

between interrupted and aborted was difficult if not impossible to translate into their languages.  

Given the high levels of difference for the “suicide attempt” option in this vignette it would not seem 

legitimate to include this feature in the definition of suicide attempt.  

Vignette 16: “initiates a suicidal act (e.g. stands or sits on the edge of a high bridge, ties a rope around 

his or her neck), but is stopped by someone else before sustaining any injuries.” In this vignette, only 

the epidemiologists equally chose “suicide attempt” and “interrupted suicide attempt”. For all other 

samples and groups, the latter option was the most chosen, even if “suicide attempt” was the next 

most frequently chosen option. 

Interruption by an outside agent thus appears not to be compatible with the definition of suicide 

attempt at this point. 

To summarize answers to vignettes above, it appears that only Vignette 1 clearly applies to a suicide 

attempt: “when a person harms him- or herself, with the intention to die, and survives.” 
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A comparison with the literature may lend some perspective to this. Stengel (1964) defined a suicidal 

attempt as follows: “any act of self-damage inflicted with self-destructive intention, however vague 

and ambiguous” (p. 72). The author highlighted that in the opinion of the agent the act could engager 

life. Dodds’ (1970) definition of attempted suicide included an intent to die. Beck et al.’s definition of 

suicide attempt (1973) mentioned the act was “willful” (as in their definition of suicide) and resulted 

in injury, not death. O’Carroll et al.’s definition of suicide attempt was the following: “A potentially 

self-injurious behavior with a nonfatal outcome, for which there is evidence (either explicit or implicit) 

that the person intended at some (nonzero) level to kill himself/herself. A suicide attempt may or may 

not result in injuries.” This definition included intent to die, and did not have to result in injury. In 

Marusic’s definition of suicide attempt (2004) the agent intended to die, and acted towards it, but did 

not die. De Leo et al.’s definitions of “non-fatal suicidal behavior” (2006) were in some cases equivalent 

to the more frequently used “suicide attempt.” Intent, as mentioned above for the definition of 

suicide, targeted “wanted changes” and not death. The act could result in injuries. Silverman et al.’s 

definition of suicide attempt (2007) read as follows: “Self-inflicted, potentially injurious behavior with 

a nonfatal outcome for which there is evidence (either explicit or implicit) of intent to die. A Suicide 

Attempt may result in no injuries, injuries, or death. If there is some degree of suicidal intent, then we 

label it as Suicide Attempt, Type I (no injury), or Suicide Attempt, Type II (with injury), regardless of the 

degree of injury or lethality of method” (p272). Intent to die was thus present, and injury was an 

optional feature for further classifying the behaviour.  

The majority of the definitions in the literature cited here thus included intent to die as for the 

definition of suicide. All these definitions except for that of Stengel’s (1964) were part of a larger 

nomenclature including suicide. Most cited definitions of suicide attempt were thus based on the 

definitions of suicide already cited above. The questions regarding the classic and restrictive intent to 

die for the definition of suicide thus apply here for suicide attempt.  
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A majority of respondents agreed that a person who harms self with the intention to die and survives, 

attempts suicide. However, would they agree that a different intent, i.e. ambiguous or unclear, to take 

the risk of dying, or not even an explicit intent to die, would also qualify as a suicide attempt? 

Responses to other vignettes as shown above and below surprisingly suggest that no. However, how 

can one conceive a definition of suicide with an open conception of intent and use a different 

conception of intent for an attempted suicide? De Leo et al.’s definition (2006) propose an alternative 

to the intent to die, i.e. “wanted changes” which could be interesting in the frame of a suicide attempt.  

A question arises here: does presenting situations in an opposite manner, i.e. suggest definitions for 

particular terms vs. suggest terms for particular definitions, induce conceptions to change? This may 

require further research.  

For now, however, the definition of suicide attempt one could put forward as being agreed upon is: an 

act in which a person harms him- or herself, with the intention to die, and survives.  

 

8.3.2 The definition of self-harm 

The term “self-harm” was among the most frequently chosen for Vignettes 2, 4, and 5. 

Vignette 2: “a person harms him- or herself without any intention to die, and survives”. “Self-harm” 

was the most agreed upon term for Vignette 2 between both samples and across most groups. “Non-

suicidal self-injury” was the “English spoken” group’s most frequent choice. 

Comments of respondents reflected a certain level of embarrassment. One respondent highlighted the 

difficulty of labelling a behaviour as non-suicidal self-injury not knowing what kind of harm the person 

did to him or herself (injury vs. poisoning). Some respondents interestingly suggested that the word 

‘deliberate’ in ‘deliberate self-harm’ was less and less favoured because of derogatory perceptions.  
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Vignette 4: “when a person harms him- or herself, but, for whatever reasons, cannot state his or her 

intentions and the person survives.” As mentioned above, even if the “suicide attempt” option was 

favoured by the expert sample and several groups, this option generated several significant 

differences. “Self-harm” was the most agreed upon option.  

Vignette 5: “a person harms him- or herself, but does not want to state his or her intentions and the 

person survives.” As mentioned above, “suicide attempt”, “self-harm”, were the two most frequently 

chosen options. A significant difference was found for the “suicide attempt” option between language 

background groups highlighting an intercultural disagreement. Again, “self-harm” reached higher 

consensus between samples and language groups.  

Examining the literature review reveals that the one reference citing the term ‘self-harm’ is in 

accordance with Vignette 2, i.e. an act without any intent to die. Silverman et al. (2007) defined self-

harm as follows: “self-inflicted, potentially injurious behaviour for which there is evidence (either 

implicit or explicit) that the person did not intend to kill himself/herself (i.e., had no intent to die)” (p. 

272).  

Adding ‘deliberate’ to the term (i.e. deliberate self-harm), leads to a few more citations that confirm 

the definition above. According to Mangnall and Yurkovich (2008) deliberate self-harm is “(. . .) a direct 

behaviour that causes minor to moderate physical injury, that is undertaken without conscious suicidal 

intent, and that occurs in the absence of psychoses and or/organic intellectual impairment” (p. 176). 

Marusic (2004) defined deliberate self-harm as an act without any intent to die, whatever the 

outcome.  

On the other hand, Dear (2001) equated items ‘Suicide-Related Behavior’ to ‘Deliberate Self-Harm’ in 

his nomenclature and defined them this way: “A behavior that is intended to inflict injury, regardless 

of whether or not the person intended to die” (p. 234). This category was an overarching category that 

included suicide, suicide attempt, and self-harm without any intention to die. This definition would be 
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more in line with Vignette 4 and Vignette 6 in which there was no access to intent. However, Vignette 

6, in which person dies, is associated to ‘undetermined death’ as will be seen below.  

The “deliberate self-harm” option in the study results did not elicit a significant consensus. Besides 

which, as some comments of respondents suggest, this term could be stigmatizing. 

“Non-suicidal self-injury” was the “English spoken” group’s most frequent choice for Vignette 2 (i.e. no 

intent to die, person survives), and this was the only significant occurrence of this term in the study. 

The DSM 5 (APA, 2013) defines ‘Non-Suicidal Self-Injury’ as “intentional self-inflicted damage to the 

surface of body of a sort likely to induce bleeding, bruising, or pain, with the expectation that the injury 

will lead to only minor or moderate physical harm (i.e. there is no suicidal intent)” (p. 803). This 

classificatory definition could thus be comparable, however, the limited occurrence of this term in the 

study results does not encourage its inclusion in a universal nomenclature at this point.  

The bottom line question is thus whether one considers self-harm to be a type of behaviour in which 

there is no intent to die, or a type of behaviour in which intent to die is either absent or not accessible 

to observation (e.g. if the person cannot or does not want to state intentions) which would place it in 

an overarching position. The level of agreement and consensus in Vignette 4 and the somewhat lower 

level of difference in Vignette 5 for the “self-harm” option suggest the latter alternative.  

To summarize, according to the results of the study, self-harm could be defined as a non-fatal act in 

which a person harms him- or herself without any intention to die, or in which person cannot or does 

not want to state his or her intentions. 

 

8.3.3 The definition of accident 

The term “accident” was somewhat associated with Vignette 3. 
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Vignette 3: “a person harms him- or herself without any intention to die, and dies.” This vignette was 

quite clearly associated with the definition of suicide in both samples and most groups as mentioned 

above in the section on suicide, and actually confirmed the somewhat open conception of intent in the 

definition, as a bit more than half of respondents agreed that suicide could be performed without any 

intent to die. The second most frequent choice for all samples and groups (except LMIC) for Vignette 

3 was “accident.”  

Comments for this vignette reflected the embarrassment between mainly the “suicide” and the 

“accident” option, but also with the “undetermined death” option. Some respondents asked how one 

could possibly know there was no intention to die. Many respondents highlighted that this could elicit 

variable decisions on the part of coroners and medical examiners. Suggestions for alternate 

terminology were: “non-intentional suicide”, “fatal non-suicidal self-injury”, “accidental suicide”, “self-

injurious behavior which unintentionally resulted in death”, “accidental death resulting from 

deliberate self-harm”.  

In line with these suggestions for alternate terminology, Marusic’s ‘deliberate self-harm with fatal 

outcome’ (2004) is an act resulting in death without any intent to die.  Silverman et al.’s ‘Self-Inflicted 

Unintentional Death’ (2007) was defined as “death from self-inflicted injury, poisoning, or suffocation 

where there is evidence (either explicit or implicit) that there was no intent to die” (p. 273). 

Including the term ‘accident’ and matching it with the definition described in Vignette 3 in a universal 

nomenclature would directly depend on the definition of suicide to be included. If suicide were defined 

as an act necessarily including an intent to die, then a fatal act without intent to die would be classified 

as accidental or undetermined. On the other hand, if one considers that suicide may be performed 

without intent to die, then the definition of accident would consequently be more restrictive. 

Responses given regarding the intent characteristic of the definition of suicide and responses to 

Vignette 3 suggest not matching the term ‘accident’ with this definition.  
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8.3.4 The definition of undetermined death (open verdict) 

The option “undetermined death (open verdict)” was associated with Vignette 6. 

Vignette 6: “when a person dies as a consequence of harming him or herself, but his or her intentions 

in doing so cannot be known or inferred.” The “suicide” and “undetermined death” options appeared 

to be chosen most often across samples and groups. However, the “undetermined death” option 

generated a higher level of consensus.  

Comments of respondents for this vignette reflect the double choice possibility between “suicide” and 

“undetermined death” and a certain level of embarrassment due to the need for more information on 

the circumstances of death.  

Crosby et al.’s ‘Undetermined self-directed violence’ (2011) could correspond to this category and was 

defined as “behavior that is self-directed and deliberately results in injury or the potential for injury to 

oneself. Suicidal intent is unclear based on the available evidence” (p. 21). However, this definition 

does not mention a fatal outcome. 

The following definition could thus be proposed for undetermined death: when a person dies as a 

consequence of harming him or herself, but his or her intentions in doing so cannot be known or 

inferred.  

 

8.3.5 The definition of suicidal ideation 

Suicide ideation was associated with vignettes 7, 8, 10, and 11.  

Vignette 7: “a person who occasionally thinks of suicide when confronted to distress.” All samples and 

groups except clinicians chose “suicidal ideation” in more than half of responses. This option clearly 

elicited the most consensus.  
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Comments of respondents sometimes mentioned more refined terminology (i.e. passive, active, 

reactive, persistent) but also mentioned that it was not commonly used.  

Vignette 8: “a person who continuously thinks of suicide but has no suicidal intent.” Again, all samples 

and groups chose “suicide ideation” most frequently in this vignette. However, even if the “persistent 

suicidal ideation” was never chosen most frequently, it was still chosen in a relatively high proportion 

by all groups compared to all other responses. 

Three respondents suggested “chronic” as an alternative to “persistent.” Other respondents reflected 

on the fact that many do not distinguish presence or absence of suicidal intent when they talk about 

suicidal ideation.  

Vignette 10: “a person who hopes for death by killing him- or herself.”  All samples and groups chose 

“suicidal ideation” most frequently. 

Comments of respondents mentioned embarrassment with the choice of active vs. passive suicidal 

ideation.  

Vignette 11: “a person who states suicidal intention without engaging in behavior.” For all samples and 

groups the “suicidal ideation” was the most frequent choice.  

Many respondents mentioned ‘suicidal communication’ in their comments and some ‘suicide threat’. 

The “suicide communication” option was however chosen at the most in about 17% of responses by 

‘experts’ and “No English spoken” respondents.   

Cohen (1969) defined ‘suicidation’ as a mental manifestation of suicidal intent. Beck et al. (1973) 

defined ‘Suicide Ideas (SI)’: “include such suicidal ideation and acts that indicate a loss of desire to live 

but which have not yet resulted in physical injury” (p. 7). O’Carroll et al. (1996) defined ‘Suicidal 

Ideation’ as “any self-reported thoughts of engaging in suicide-related behavior” (p. 247). Dear (2001) 

distinguished between suicidal ideation with and without suicidal intent. Marusic (2004) defined 
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suicidal ideation by presence of intent alone (i.e. without any act, or death). Posner et al. (2007) 

defined suicidal ideation as “passive thoughts about wanting to be dead or active thoughts about killing 

oneself, not accompanied by preparatory behavior” (p. 14). Silverman et al. (2007) distinguished 

between suicidal ideation with no vs. undetermined degree vs. some suicidal intent and further 

subdivided these categories into casual, transient, passive, active, and persistent.  

As is apparent from responses to vignettes, respondents most frequently chose the general ‘suicidal 

ideation’ option and only seldom ventured into more refined terminology such as the proposed 

“active”, “passive”, “reactive”, “persistent suicidal ideation” options. Furthermore, respondents 

included into the category of suicidal ideation the definition in Vignette 11 in which the person states 

suicidal intention. Such a behaviour would be classified under the term “suicide-related 

communication” under Silverman et al.’s nomenclature (2007) which defined it as: “any interpersonal 

act of imparting, conveying, or transmitting thoughts, wishes, desires, or intent for which there is 

evidence (either explicit or implicit) that the act of communication is not itself a self-inflicted behavior 

or self-injurious” (p. 268). This behaviour could however be classified into Beck et al.’s definition of 

‘suicide ideas’ (1973) mentioned above, or even O’Carroll’s definition of suicidal ideation (1996) if one 

considers that stating is a form of ‘self-reporting’. The other definitions cited remained however on a 

mental level by simply mentioning thoughts or some form of intent.  

At the present stage a possible definition of suicidal ideation would be: to occasionally think of suicide 

when confronted to distress, to continuously think of suicide with no suicidal intent, to hope for death 

by killing oneself, or to state suicidal intention without engaging in behaviour.  

Alternatively, to occasionally or continuously think of suicide with or without suicidal intent, hope for 

death by killing oneself, or state suicidal intention without engaging in behaviour.  

Further research might consider sub-dividers such as passive, active, transient, reactive, persistent, or 

with communication.  
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8.3.6 The definition of death wishes 

The “death wishes” option was associated with Vignette 9. 

Vignette 9: “a person who hopes for death but has no thoughts of killing him- or herself.” All samples 

and groups chose “death wishes” in at least half the responses except the “other” occupation and the 

“other” professional background groups.  

Comments mentioned that respondents hesitated between “death wishes” and “passive suicidal 

ideation” with regards to the absence of suicidal intent.  

The closest reference in the literature review detailed in Chapters 2 – 4 is the ‘Wish To Hasten Death’ 

(WTHD) by Balaguer et al. (2016) which authors defined as “a reaction to suffering, in the context of a 

life-threatening condition, from which the patient can see no way out other than to accelerate his or 

her death” (p. 8). Authors described it as an overarching category that may or may not include suicidal 

ideation and may or may not lead to suicide. WTHD occurs as authors describe it in the frame of 

palliative care, so it does not exactly relate to the definition of ‘death wishes’ which may have wider 

applications.   

The distinction between death wishes and suicidal ideation appears to rest partly on the absence of 

suicidal intent. However, Vignette 8 explicitly mentioned there was no suicidal intent and it was still 

associated with suicidal ideation. Hoping for death by killing self was defined as suicidal ideation by 

respondents. In responses to Vignette 9 however, death wishes are defined as an absence of thoughts 

of killing self, i.e. an absence of suicidal ideation. 

A possible definition of death wishes would be to hope for death without thoughts of killing self.  
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8.3.7 The definition of suicide threat or suicidal behaviour 

The “suicide threat” option was somewhat associated with Vignette 12. 

Vignette 12: “a person who mimics (i.e. acts in a way that has the appearance of) suicidal behavior 

without sustaining any injuries.” The “suicidal behavior” and the “suicide threat” options were the 

most frequently chosen, however both of these generated significant differences between samples or 

groups. Overall, the more general “suicidal behavior” option generated somewhat less difference than 

the “suicide threat” option.  

As said in the preceding Chapter, 8 participants did not respond to this vignette, and comments of 

respondents highlighted uneasiness. The word ‘mimic’ was not understood, or criticized as pejorative, 

just as the word ‘threat’. Some respondents mentioned that even if a suicidal behaviour was intended 

to seek attention, it should nevertheless raise concern and call for the same level of care.  

O’Carroll et al.’s nomenclature (1996) included ‘Suicide Threat’ which was defined as “any 

interpersonal action, verbal or nonverbal, stopping short of a directly self-harmful act that a reasonable 

person would interpret as communicating or suggesting that a suicidal act or other suicide-related 

behavior might occur in the near future” (p. 247). Silverman et al.’s nomenclature (2007) included 

‘Suicide Threat’ and defined it in a similar way as O’Carroll et al.: “any interpersonal action, verbal or 

nonverbal, without a direct self-injurious component that a reasonable person would interpret as 

communicating or suggesting that suicidal behavior might occur in the near future” (p268).  

According to these nomenclatures Vignette 11 (“a person states”) and Vignette 12 (“a person mimics”) 

could named ‘Suicide Threat’. However, this was not the opinion of respondents to the study.  

The item ‘suicide threat’ can thus not be reasonably included in a universal nomenclature at this point. 

A more general ‘suicidal behaviour’ item may be considered, that would encompass several 

behaviours, including a behaviour in which a person would mimic suicidal behaviour.  
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8.3.8 The definition of suicide plan 

The “suicide plan” option was associated with Vignettes 13 and 14. 

Vignette 13: a person who “has decided how and when to perform a suicidal act, but does not actively 

prepare anything.” All samples and groups chose “has made a suicide a suicide plan” in more than half 

the responses.  

Comments of respondents only rarely suggested hesitation and none mentioned uneasiness.  

Vignette 14: “a person who prepares a suicidal act (e.g. assembles pills, buys a gun, attaches a rope, 

visits a bridge), but does not initiate it and thus does not sustain any injuries.” Overall, the “preparatory 

suicidal behavior” option was the most agreed upon option, however closely followed by the “suicide 

plan” option, which could point at some level of indistinction. 

Comments of respondents didn’t mention any hesitation or uneasiness, but rather justified their 

choice. 

Under the general category of ‘Suicide-Related Communications’ Silverman et al.’s nomenclature 

(2007) included ‘Suicide Plan’, which was defined as “a proposed method of carrying out a design that 

will lead to a potentially self-injurious outcome; a systematic formulation of a program of action that 

has the potential for resulting in self-injury” (p. 268). This definition thus refers to a method or a 

program of action and could thus include Vignette 13 as deciding how and when to perform a suicidal 

act could be amounted to a program of action. The fact that it is “proposed” or “formulated” however 

could point towards Vignette 11 (in which a person states suicidal intention) however suicidal intention 

mentioned in this vignette does not amount to a method or a program of action. Silverman et al.’s 

definition mentions a “formulation” but does not mention any other action toward the suicidal act. 

This would tend to exclude Vignette 14 in which the person prepares a suicidal act. Responses of 

participants would thus tend to be confirmed by Silverman’s definition.  
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A proposed definition of suicide plan could thus be: to have decided how and when to perform a suicidal 

act, but without having actively prepared anything. 

This definition thus incudes a program of action and excludes preparatory behaviour.  

 

8.3.9 The definition of preparatory suicidal behaviour 

The “preparatory suicidal behavior” option was associated to Vignette 14.  

Vignette 14: “a person who prepares a suicidal act (e.g. assembles pills, buys a gun, attaches a rope, 

visits a bridge), but does not initiate it and thus does not sustain any injuries.” As mentioned above the 

“preparatory suicidal behavior” option was the most agreed upon.  

Posner (2007) et al. defined ‘Preparatory acts toward imminent suicidal behavior’ in the following way: 

“The individual takes steps to injure him- or herself, but is stopped by self or others from starting the 

self-injurious act before the potential for harm has begun” (p. 14). The “preparatory” category was 

here an umbrella category that covered aborted and interrupted suicidal attempts. 

Vignette 14 did not mention the reasons why the person did not initiate the suicidal act, which could 

be because the person changed their mind, or because of outside circumstances, as in Posner et al.’s 

definition. These authors worded their definition differently with regards to the moment the behaviour 

stopped compared to Vignette 14. They mentioned the individual stops or is stopped before the 

potential for harm has begun. However, ‘not initiating an act’ as in Vignette 14 and ‘stop from starting’ 

as in Posner et al.’s definition could be considered equivalent.  

Preparatory suicidal behaviour could thus be defined as follows: to prepare a suicidal act (e.g. assemble 

pills, buy a gun, attach a rope, visit a bridge), but without initiating it and thus not sustaining any 

injuries. 

It could be considered an umbrella term as per Posner et al.’s nomenclature. 
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8.3.10 The definition of aborted suicide attempt 

The “aborted suicidal attempt” option was associated with Vignette 15. 

Vignette 15: “a person who initiates a suicidal act (e.g. stands or sits on the edge of a high bridge, ties 

a rope around his or her neck), but stops him or herself before sustaining any injuries.” Most analyses 

highlighted an association with the “aborted suicide attempt” option. 

Posner et al.’s (2007) definition of aborted suicide attempt is similar to the one in Vignette 15, again 

except for the fact that Posner et al.’s definition mentions the action stops before the ‘potential for 

harm’ has begun.  

A proposed definition for aborted suicide attempt could thus be an act in which a person initiates a 

suicidal act (e.g. stands or sits on the edge of a high bridge, ties a rope around his or her neck), but 

stops self before sustaining any injuries. 

 

8.3.11 The definition of interrupted suicide attempt 

Vignette 15: the “interrupted suicide attempt” was in third position of most frequent choices for both 

samples, and many of the groups. This does not place Vignette 15 as a candidate for “interrupted 

suicide attempt” however it could point at some level of confusion or non-distinction between the 

terms aborted and interrupted, possibly due to cultural or linguistic factors as suggested by comments 

of respondents.  

Vignette 16: a person who “initiates a suicidal act (e.g. stands or sits on the edge of a high bridge, ties 

a rope around his or her neck), but is stopped by someone else before sustaining any injuries.” The 

“interrupted suicide attempt” option reached the most consensus across most analyses. 
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Comments of respondents were quite few and mentioned a level of non-distinction between ‘aborted’ 

and ‘interrupted’ and also with ‘suicide attempt’.  

Posner et al.’s (2007) corresponding definition is once again similar to the scenario described in 

Vignette 16 with the same remark as above concerning the wording of the moment of occurrence (i.e. 

“before the potential for harm”). 

A proposed definition for interrupted suicide attempt could thus be: to initiate a suicidal act (e.g. stand 

or sit on the edge of a high bridge, tie a rope around one’s neck), but be stopped by someone else before 

sustaining any injuries. 

 

8.4 Limitations 

Two main limitations can be stated with regards to the results of the WSDTSB. The first is the low 

response rate of 20% in the IASP member sample. This contrasts with the relatively high response rate 

(66.1 %) in the ‘expert’ sample among IASP National Representatives. This could be explained by the 

fact that a personalized e-mail including the name of the representative was sent individually to each 

of the 62 IASP national representatives in every round of invitations. This method could however not 

be used for the target IASP member base, as IASP comprises approximately 400 members, and a 

general mailing was done for every round of invitations.  

The second limitation was the relatively low representation of LMICs across both samples. Indeed only 

37 LMICs were represented in the study. This issue may require close attention in further research as 

will be discussed in the conclusion chapter. 
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8.5 Conclusion 

Table 8-1 brings together most frequently chosen and most agreed upon terms together with their 

matched definition. This universal nomenclature is a first attempt at consensus in the widest possible 

range of cultural settings following the method detailed in this dissertation. It is designed to encompass 

the whole range of suicidal behaviours and ideation. However, as mentioned above, a contradiction 

appears. The definition of suicide including an open definition of intent is in logical contradiction with 

the definition of suicide attempt that has a more restrictive definition of intent (i.e. intent to die). Some 

complementary clarifications could also be needed with regards to terms that may have an overarching 

character. The self-harm category includes behaviours that could be considered different, i.e. 

behaviours in which there is no intent to die vs. those in which intent is unknown. If one considers that 

self-harm includes behaviours where intent is unknown, would it mean that behaviours where intent 

to die is possibly present are included? In which case, could self-harm also include suicide attempt? 

The preparatory suicidal behaviour category could be considered to include both aborted and 

interrupted suicide attempt, or could also be considered as distinct, owing to differences in the 

moment the behaviour stops. These issues possibly call for further decisions that could not be made 

in the frame of the research program presented in this dissertation. This nomenclature is thus to be 

considered a working base to take steps forward in the direction of a universal classification of suicidal 

behaviours. The final concluding chapter will suggest ways in which this nomenclature may be used to 

take these further steps.   
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Table 8-1 : A tentative universal nomenclature for suicidal ideation and behaviour 

Designating term or expression Definition 

Suicide an act resulting in death which is initiated and carried out by 

oneself to the end of the action, with the knowledge of a fatal 

result, but person may not be certain of that result, and in which 

intent may be ambiguous or unclear, may be to take the risk of 

dying, or may not be an explicit intent to die. 

Suicide attempt an act in which a person harms him- or herself, with the intention 
to die, and survives.  

Self-harm a non-fatal act in which a person harms him- or herself without 
any intention to die, or in which the person cannot or does not 
want to state his or her intentions. 

Undetermined death (open 
verdict) 

when a person dies as a consequence of harming him or herself, 
but his or her intentions in doing so cannot be known or inferred. 

Suicidal ideation to occasionally or continuously think of suicide with or without 
suicidal intent, hope for death by killing oneself, or state suicidal 
intention without engaging in behaviour. 

Death wishes to hope for death without thoughts of killing self. 

Suicide plan to have decided how and when to perform a suicidal act, but 
without having actively prepared anything. 

Preparatory suicidal behaviour to prepare a suicidal act (e.g. assemble pills, buy a gun, attach a 
rope, visit a bridge), but without initiating it and thus not 
sustaining any injuries. 

Aborted suicide attempt an act in which a person initiates a suicidal act (e.g. stands or sits 
on the edge of a high bridge, ties a rope around his or her neck), 
but stops self before sustaining any injuries. 

Interrupted suicide attempt an act in which a person initiates a suicidal act (e.g. stands or sits 
on the edge of a high bridge, ties a rope around his or her neck), 
but is stopped by someone else before sustaining any injuries. 
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9 CONCLUSION 

 

9.1 Introduction 

The present chapter will summarize contents of this dissertation, then discuss the necessity to go 

further in the search of a universal nomenclature. After that, suggestions will be made regarding steps 

to take from the proposed nomenclature to a universal classification of suicidal behaviours and 

ideation. Finally, this concluding chapter will suggest ideas to test the future classification, and a 

general method to overcome the issue of representing low- and middle-income countries.  

 

9.2 Summary of dissertation 

This dissertation first presented a systematic literature review of contemporary English language 

nomenclatures, definitions, and classifications in Chapters 2, 3 and 4 respectively. The review of 

nomenclatures in Chapter 2 first highlighted the distinction between nomenclature and classification. 

A nomenclature was defined as a set of commonly understood, mutually exclusive, and logically 

defined terms. It had to be intelligible, practical, and aim at communication. A classification was 

defined as a systematic arrangement of items in groups or categories with ordered, nested 

subcategories. It had to be precise, scientifically valid, and aim at describing reality. The 13 reviewed 

nomenclatures were found to be logically organized according to outcome and intent (Goodfellow et 

al., 2018c). Some nomenclatures were primarily organized in terms of intent, and others had outcome 

as their first organizing parameter in the logical taxonomy. It appeared that the range of the 

nomenclatures, i.e. whether they included definitions of fatal, non-fatal behaviours, and suicidal 

ideation, or only some of these definitions was fundamental in how the nomenclature were logically 

organized. Knowledge of the consequences of the act or agent of the act (self-or other inflicted) were 

not found to be organizing features.  
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A systematic review of terms and definitions was then presented in Chapter 3 and an analysis was 

performed based on the four most common characteristics of the definition of suicide found in the 

literature, i.e. outcome, intent, knowledge of the consequences of the act, and agency (self- or other-

inflicted, Goodfellow et al., 2018b). These four characteristics appeared to cover the vast majority of 

the concepts underpinning existing definitions. They enabled a description of the main common traits 

but also and more importantly, an explanation of the variability of published definitions. Self-infliction 

was far more agreed upon in the definitions of non-fatal suicidal behaviour than in the definitions of 

suicide. Knowledge of a potentially fatal outcome was more agreed upon in the definition of suicide, 

although not by all authors, possibly due to the fact that for some of them, intent implied that 

knowledge. Intent to die was quite agreed upon in the different definitions of suicide. However, some 

authors questioned this traditional view and suggested that intent should be more detailed or should 

refer to something other than death. Outcome was the most agreed upon feature, albeit not by all 

authors. These four features, and the differences they revealed, were thus considered to be an 

appropriate basis for studying the worldwide cultural variability of definitions and terms.  

A systematic review of contemporary classifications of suicidal behaviour was then presented in 

Chapter 4 (Goodfellow et al., 2018a, under review). Range (comprehensive vs. restricted or single 

classification items), presence or absence of a classification scheme and an operational definition of 

intent were used for analysis and comparison of classifications. A chronological analysis revealed that 

classification systems were becoming increasingly precise and operational for clinical and research 

purposes. On the other hand, the review highlighted the development of new classification systems 

despite lack of international consensus on definitions and terms related to suicidal ideation and 

behaviour, potentially leading to an increased level of confusion.  

Chapter 5 then examined the historical and cultural context in which the term ‘suicide’ appeared in 

Europe during the seventeenth century. To contrast this context, some examples of terms and 

expressions for suicide used by indigenous populations living in the Pacific Islands based on an 
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anthropological review were provided. As a more detailed example of a Pacific Island, a review of 

vernacular terminology for suicide in New Caledonia was presented and the historical and cultural 

context of the process by which this terminology was progressively abandoned in favour of the French 

word ‘suicide’ was then outlined. While the French language facilitated communication within the 

archipelago and between New Caledonia and its global environment, the definition of suicide used by 

local authorities for cause-of-death registration was found to be an empirical one. This was in part 

related to the absence of a standardized and universal definition for suicide. The chapter ended with 

a non-exhaustive review of stigmatizing and misleading English language terms in order to understand 

how historical and cultural context could have a direct effect on the meaning of current terms and 

expressions. 

Chapter 6 described the methodology of the Worldwide Study of Definitions and Terms for Suicidal 

Behaviors© (WSDTSB). The study rationale was to overcome the confusing landscape and poor 

agreement among authors of nomenclatures, definitions, terms, and classifications for suicidal 

behaviour in the field of suicidology highlighted in the literature review in Chapters 2-4. The study 

questionnaire was developed on the basis of the four main criteria of the definition of suicidal 

behaviour: outcome, intent, knowledge (of the consequences of the act), and agency (self- or other-

inflicted). It was based on a single and multiple-choice question method and a clinical vignette method. 

Four subsections exploring the four characteristics of the definition of suicide listed above, and 16 

clinical vignettes describing different, or supposedly different types of behaviours than suicide were 

presented in the questionnaire. Respondents had to choose between statements, agree or disagree 

with statements, and were encouraged to take clear-cut decisions with limited answer options. Two 

types of participants were invited in the study. Participants of the first type were designated experts 

each representing a country and were recruited through 3 international organizations (i.e. IASP, WPA, 

and WONCA). Participants of the second type were IASP members that were not national 

representatives. The results of this survey would provide indications on prevailing terms and 

definitions around the world. Methodological limitations were that the study was conducted in the 
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English-language only, and ‘experts’ were designated and did not always have more expertise than 

IASP members. 

The results of the WSDTSB were then analysed in terms of ‘expert’ vs. IASP member status, language 

background (English vs. no English spoken in respondent’s country), gross national income in 

respondent’s country (HIC vs. LMIC), occupation and professional background. Choices of respondents 

with regards to features of the four characteristics of the definition of suicide and choice of terms for 

each clinical vignette were presented in the form of figures. These figures pictured the levels of 

agreement to statements and enabled comparison between responses of samples (experts vs. IASP 

members), and countries’ language and income background groups, occupation and professional 

background groups. Odds Ratios, confidence intervals, and p values were calculated for each of the 

responses regarding the characteristics of the definition of suicide and for each of the most frequently 

chosen responses in the clinical vignettes. Regarding the definition of suicide, the highest levels of 

agreement and similarities between samples and groups were found for fatal outcome, for non-clear-

cut statements regarding intent and knowledge, and for self-infliction. Regarding non-fatal suicidal 

behaviour and ideation, the highest levels of agreement and similarities between samples and groups 

were on definitions for ‘suicide attempt’, ‘suicidal ideation’, ‘death wishes’, ‘suicide plan’, and 

‘interrupted suicide attempt’.  

In Chapter 8, the results of the WSDTSB were discussed with regards to levels of agreement, presence 

of statistically significant or close to significant differences in responses between both samples and 

between respective groups, comments of respondents, and the literature. Based on this discussion a 

universal nomenclature of suicidal behaviours and ideation was proposed as a baseline for further 

steps towards a universal classification of suicidal behaviours and ideation. The limitations of this study 

were a relatively low participation rate for IASP members, and the low representation of low- and 

middle-income countries, especially those of the African continent.  
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9.3 Is there a need to go further in the search for a universal nomenclature? 

The necessity to go further in the search for a universal nomenclature may be objected to the results 

presented in this dissertation. Arguments for and against this proposition will now be discussed. 

 

9.3.1 The search should go further 

The first and most important argument to go further in a search for a universal nomenclature is that 

the response rate was relatively low in the study. Moreover, the proportion of low- and middle-income 

countries (LMIC) represented was low (about 30% across both samples). A universal nomenclature 

should rest on a consensus between a maximum number of countries including LMICs, in which data 

is difficult to access.  

One of the main drawbacks in existing nomenclatures and classifications is that they have been 

designed with relatively little consideration of the data and experience of professionals from a large 

part of the world, especially LMICs. A major part of the literature on the subject is in English language 

and originates from relatively few countries and cultures around the world, most of which are high-

income English-speaking countries, as the United States for instance.  

In defence of the present research, it should be argued that the subject of definitions, nomenclatures, 

and classification, interests few authors, as is apparent from the low number of English language 

publications on the subject. This could be surprising, as it is a field of knowledge that concerns 

practically everyone working in suicidology. The methodology used in the study enabled to recruit 126 

participants from 63 different countries in the world, which could be a record in terms of data 

collection on the subject. This is a first attempt to consider a wider audience. Furthermore, as has been 

detailed in Chapter 7, the methodology of recruitment of experts enabled a proportionally high 

representation of LMICs compared to the IASP member sample, and explains that across both samples, 

a total of 37 LMICs were represented.  
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The second argument in the direction of a further search may be that the items having reached 

consensus in the nomenclature proposed in this dissertation are too few and do not go into enough 

detail. Indeed, compared to O’Carroll et al.’s (1996) or Silverman et al.’s (2007) nomenclatures, the 

nomenclature presented in this dissertation may appear less sophisticated. Indeed, O’Carroll’s and 

Silverman et al. presented an elaborate taxonomy. Subsets, supersets, umbrella terms, and subtypes 

of behaviours (e.g. Suicide Attempt type I and II) were discussed and proposed. In total, more terms 

and categories were proposed in these nomenclatures and the definitions provided were more precise.  

The aim of the research program presented in this dissertation was to come to an agreement on a 

minimum set of terms and a minimum set of definitional requirements that would serve as a baseline 

to further elaborate more refined terminology and a more complex taxonomy. As was mentioned 

above, even though response rate was relatively low, the total number of participants and participating 

countries is a record in the field. This was achieved by proposing a short format questionnaire. The 

expected completion time was approximately 20 minutes, and even if some participants took longer 

to complete it, they could complete it in several goes. Achieving agreement on a more detailed 

nomenclature including even basic taxonomy rules would have required much more commitment from 

participants which would have consequently reduced response rate. Again, high international 

representation was a priority over precision of data. In the spirit of the definition of nomenclature 

detailed in Chapter 2, the research was meant to build an intelligible and practical nomenclature, made 

of commonly understood, mutually exclusive, and logically defined terms, which aimed at 

communication, rather than precisely describing and organizing reality. Although the proposed 

nomenclature in Chapter 8 is rather short and simple, it has, however, the advantage of being built on 

a solid international consensus. Each of its terms and definitions can be considered to be the 

foundations of further refinement. 

The third main argument to push further the search for a universal nomenclature is the existing rush 

to develop classifications before a consensus on nomenclature is fully attained as was described in 
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Chapter 4. This phenomenon could seriously hamper the use of proposed classifications, as their 

constituting items may not correspond to the reality encountered by professionals working in various 

cultural environments.  

This phenomenon is a very serious issue and should be thoughtfully handled. The answer to give mainly 

depends on what one calls a satisfying consensus on nomenclature. As argued above, the present 

research has managed to attain a record in terms of participation and representation. It could thus be 

considered satisfying in terms of consensus. However, the decision to take may have to rely on more 

information and arguments than those presented in this dissertation, and possibly needs to be taken 

by an international committee of experts assembled for that purpose, such as the IASP SIG on 

Nomenclature for instance.  

 

9.3.2 The search may stop now 

The first argument to stop the search for a universal nomenclature and be satisfied by the one 

presented in Chapter 8 has to do with nature of competent informants. As was mentioned above, only 

a limited number of competent experts or interested scholars can be found throughout the world. IASP 

is the main international organization in the field of suicidology, and thus probably concentrates a vast 

majority of experts in the field. Consequently, any sensible way to attempt a move forward towards a 

universal nomenclature would possibly imply duplicating the research effort presented in this 

dissertation to a large extent and wasting valuable time and resources, which are scarce in this field of 

research. 

The second argument for stopping the search for a universal nomenclature is that the recording of 

opinions regarding nomenclature can be done through agreement seeking on classifications and 

successive revisions. The two most famous classifications used in the field of mental health, namely 

ICD and DSM, have proceeded in this way through their successive revisions. Modifying a classification 

often has to do with modifying its logical structure and the theoretical components of the definitions 
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of items in the classification, i.e. modifying the underlying nomenclature. Supposedly, the successive 

revisions of classifications need to be done on the basis of their testing in the field by researchers and 

clinicians. Consequently, advancing towards a more international consensus would rely mainly on the 

methods and nature of the population used to test the classification. Targeting the widest possible 

range of participants in terms of countries and cultures and enabling feedback on the theoretical 

components of the classification would thus favour the advancement of consensus on the subject of 

nomenclature. Moreover, the testing of a classification has more to do with common everyday practice 

than abstract theoretical considerations, and this could possibly increase interest of professionals and 

participation rate, while still providing feedback on the abstract theoretical considerations related to 

the subject of nomenclature. 

The third argument for stopping the search for a universal nomenclature and moving on to the 

elaboration and testing of a universal classification is that a momentum is possibly building. This was 

suggested in Chapter 4 with regards to recent substantial financial investments of the American FDA 

and the CDC for developing classifications of suicidal behaviours, and the recent proposal of new 

conditions for further study in the DSM 5 (APA, 2013), which could have substantial economic 

implications. On a more international level Arensman (2017) highlighted that “there are several 

indications that the development and the implementation of national suicide prevention programs 

have accelerated, in particular in countries and regions where so far little or no suicide prevention 

initiatives were present” (p. 1). One of the basic features of a suicide prevention program according to 

WHO (2011, 2014a, 2014b) is the elaboration of a reliable registration system for fatal and non-fatal 

suicide behaviours, based on internationally standardized criteria. There could thus be an indication 

on a global level that now is the right time to develop a consensus on a standardized classification, by 

implicating the widest possible range of countries and regions.  
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9.4 From a nomenclature to a classification 

If one decided to move on from the present nomenclature towards a universal classification of suicidal 

behaviours and ideation, three important steps would have to be taken. The first one would be to 

operationalize definitions, and the second would be to organize the principles of a taxonomy. These 

two steps would however have to be dealt with simultaneously. The third step would to agree on a 

draft of a classification. It is possible that only a highly specialized international committee such as the 

IASP SIG on Nomenclature could undertake such tasks. 

 

9.4.1 Operationalizing definitions 

Operationalizing is putting into use, or in the case of a definition, connecting it to measurable 

phenomena. The first important issue would be to determine for which operation definitions are to be 

operationalized. In the case of suicide, a definition would be operationalized for purpose of 

determining mode of death and for inclusion of cases in death statistics and research. In the case of 

non-fatal suicidal behaviour or ideation, definitions would be operationalized for clinical and research 

purposes.  

 

9.4.1.1 Towards an operational definition of suicide 

The definition of suicide requires operationalizing each one of its characteristics. The definition 

proposed in the frames of this research program as proposed in the Chapter 8 reads as follows: “Suicide 

is an act resulting in death which is initiated and carried out by oneself to the end of the action, with 

the knowledge of a fatal result, but person may not be certain of that result, and in which intent may 

be ambiguous or unclear, may be to take the risk of dying, or may not be an explicit intent to die.” 
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9.4.1.1.1 Outcome 

According to respondents, the outcome of suicide is death. Consequently, an operational definition of 

outcome of suicide is an operational definition of death. According to the Canadian Blood Services 

(2012) in conjunction with WHO: 

Death occurs when there is permanent loss of capacity for consciousness and loss of all 

brainstem functions. This may result from permanent cessation of circulation and/or after 

catastrophic brain injury. In the context of death determination, ‘permanent’ refers to loss of 

function that cannot resume spontaneously and will not be restored through intervention. (p. 

31) 

Determination of death would thus require the competence of a physician.  

 

9.4.1.1.2 Intent 

According to respondents, intent in suicide may be ambiguous or unclear, may be to take the risk of 

dying, or may not be an explicit intent to die. Intent to die is thus not required. However, if present, it 

would bring stronger arguments for suicide. The same could be said of intent to take the risk of dying.  

Intent can be ambiguous, i.e. the victim may have had more than one intent. Which means that if an 

intent to survive is documented it would not eliminate suicide as a mode of death, especially since 

intent to die is not indispensable. Presence of any intent implying survival would thus not eliminate 

the suicide option.  

Intent does not have to be clear. This may raise the question of what the limit may be between no 

evidence of intent, or evidence of no intent and evidence of some form of intent, whatever it may be. 

Should one consider that no evidence of intent eliminates the suicide option? Evidence of no intent 

would point towards an accidental mode of death. However, what is evidence of no intent?  
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On the other hand, if one considers evidence of intent to be indispensable, what kind of intent may it 

be? Evidence of intent to act? And what of deliberateness of action? According to the Merriam 

Webster online dictionary ‘deliberate’ means: voluntary, intentional, done or brought about of one's 

own will. Voluntary implies freedom and spontaneity of choice or action without external compulsion. 

External compulsion was only discussed in a minority of definitions in the review in Chapter 3. It was 

referred to in exceptional conditions (e.g. a tortured spy, Socrates who was commanded by the 

emperor to end his life) and when it was mentioned it was subject to conflicting views. It may thus not 

be crucial to integrate that feature.  

Intent should probably be part of the operational definition of suicide since it is present in the vast 

majority of published definitions. Intent to act, whatever the purpose of that action may be the 

minimal requirement.  

This raises the question of what kind of evidence is evidence of intent to act? First of all, evidence of 

intent not to act should probably eliminate the suicide option. Evidence of intent to act could be any 

evidence as suggested by Rosenberg et al. (1988) albeit less strictly bound to an intent to die: evidence 

of preparation of act (e.g. effort to procure or learn about means to act) whether appropriate or 

inappropriate, expected or unexpected in the context of the decedent’s life; antecedent type of 

evidence (e.g. previous suicidal behaviour or ideation, previous expression of intent to act, previous 

signs of hopelessness or mental health disorder, stressful events). Evidence of precautions not to be 

found could be extended to evidence of any precautions regarding act, including precautions to be 

found.  

 

9.4.1.1.3 Knowledge 

According to respondents, suicide is an act carried out with knowledge of a fatal result, but person may 

not be certain of that result. The decedent thus had to know that the act was potentially fatal.  
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The first question would thus be if the decedent was in capacity to have that type of knowledge. This 

could be discussed with regards to age and intellectual capacity. The age limit for suicide would require 

expert advice and consensus (possibly implicating child psychiatrists and psychologists). Intellectual 

capacity would also have to be defined by specialized consensus (IQ test, limit of IQ test under which 

the suicide option is eliminated, what other sources of information to rely on if no IQ test was 

documented, i.e. clinical or according to other informants).  

The second question is to determine if the victim had the knowledge required to implement the action 

and understand its potential consequences (e.g. technical knowledge, specialized and commonly 

unknown drug, toxic or lethal levels). Some cases may be determined to require expert’s advice. 

 

9.4.1.1.4 Agency 

According to respondents, suicide is an act which is initiated and carried out by oneself to the end of 

the action. The necessary distinction between suicide and assisted suicide and euthanasia was 

discussed in Chapter 8. More generally the exclusion of homicide is a process would require a police 

and justice investigation by all usual means, and the usually required expertise. Rosenberg et al. (1988) 

cite pathological (autopsy), toxicological, investigatory, psychological evidence, and statement of the 

decedent or witness.  

 

9.4.1.2 Towards an operational definition of non-fatal suicidal behaviours 

and ideation 

Operationalizing the four characteristics of the definition of suicide would also be required in each of 

the non-fatal suicidal behaviours and ideation listed in the nomenclature presented in Chapter 8, and 

would thus have to follow similar rules.  
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Defining outcome would have to be done in terms of evidence of harm (i.e. injury, intoxication, or 

psychological), and its level of lethality, as determined medically or clinically. Evidence of preparations 

may also have to be defined. 

Defining intent would have to be done in terms of evidence (self-reported, other reported, or inferred 

from circumstances) of intent to die, to act, or possibly to change as per De Leo et al.’s definition 

(2006), and defining the circumstances under which evidence is collected. Evidence of change of mind 

in the case of aborted suicidal behaviour, or of interruption by outside circumstances would also need 

to be defined. The same could be said for evidence of a plan.  

Defining knowledge could require clinical examination to determine intellectual capacity, and possibly 

technical expertise to determine required knowledge for action. 

Defining the agent of the act would require evidence of self-infliction, as determined through the 

words of the victim or the words of potential witnesses. 

 

9.4.2 Organizing a taxonomy 

As mentioned above, organizing a taxonomy would have to be done simultaneously to operationalizing 

definitions as the rules of classification in subset or superset categories are directly related to 

operational definitions. Some issues with the nomenclature presented in Chapter 8 may require to be 

dealt with in terms of taxonomy.  

The conclusion of Chapter 8 mentioned the presence of a contradiction between the definitions of 

suicide and suicide attempt. The definition of a superset category including suicide and suicide attempt 

would possibly require a minimal harmonization of the two definitions as the two had different 

definitions of intent (i.e. to die, vs. other). Otherwise, a more complex taxonomy would possibly need 

to be elaborated.  
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The category of self-harm may or may not include suicide attempt as mentioned in Chapter 8, 

depending on the definition of ‘unknown intent’. If unknown intent is operationally determined as 

including ‘possible intent to die’, then self-harm could possibly include suicide attempt. If this were the 

case, there would possibly be a need for an alternate term to name ‘self-harm without intent to die’. 

All this would possibly depend on how one defines suicide attempt with regards to ‘intent to die’.  

The third issue calling for further consensus could be the definition of the preparatory suicidal 

behaviour category and its possible inclusion of aborted suicide attempt and interrupted suicide 

attempt categories.  

Organizing a taxonomy could possibly also require the definition of additional subtypes of suicidal 

behaviours and ideation, and their further organization into superset categories.  

 

9.4.3 Creating a draft of a classification 

The end result of these two tasks would be a sum of proposed elements to include into the final draft 

of a classification. However, before arriving at such a draft, an important process of agreement would 

possibly need to be implemented among the specialized committee in charge of elaborating the draft. 

This process could take the form of a Delphi technique which has been used previously in mental health 

and suicide research and prevention (Cox et al., 2016; Jorm, 2015). 

According to Hsu (2007) the Delphi technique was manly developed by Dalkey and Helmer (1963). 

According to Hsu, the Delphi technique “is designed as a group communication process which aims to 

achieve a convergence of opinion on a specific real-world issue” (p. 1). Hsu continues: “the Delphi 

technique is well suited as a method for consensus-building by using a series of questionnaires 

delivered using multiple iterations to collect data from a panel of selected subjects”. Hsu explains that 

the process entails 3 to 5 rounds during each of which participants are submitted questionnaires. 

During the first round the questionnaire may be open ended or more structured depending on the 
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baseline situation, i.e. whether one wishes to explore the opinion of respondents on an open subject 

or a series of more precisely defined points. The subsequent questionnaires summarize the overall 

responses and ask respondents to again express their opinion regarding the most agreed upon 

features. Progressively these features become central and respondents who don’t agree with the 

general opinion are asked to explain their position and provided opportunities for agreement. Hsu 

explains that the participants need to be available during the whole process that generally spans over 

a period of at least 45 days, and this may be the main downdraw of the whole process. Successive 

iterations may be a week apart, depending on the type of data that needs to be analysed and how it is 

analysed. One of the main advantages of this process is that opinions may be expressed anonymously, 

and this may prove useful in a group in which the members have hierarchical relationships.  

Such a technique could thus be used to provide a space for expression of opinions among the 

committee regarding the categories to be included in the classification, their definitions, and the 

taxonomy rules implied by the classification system. The Delphi technique may possibly be the best to 

arrive at a true consensus based on freely expressed opinions. However, depending on the quantity of 

data that would require expression of opinion, the time taken by the whole process and the rating of 

questionnaires may be cumbersome.  

Alternatively, and if the committee is made of experts that do not have hierarchical or other interest-

based relationships, one could imagine a shorter process involving one or several rounds of open votes 

during a workshop, and without using questionnaires.  

 

9.5 Anticipating the next steps 

Once a draft of a classification is agreed upon, the next step would possibly imply testing the proposed 

classification. A first step in the testing process could involve a relatively small sample of international 

professionals, e.g. forensic doctors, police investigators, and researchers for the part related to fatal 
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suicidal behaviour; clinicians and researchers for the non-fatal suicidal behaviour part. This first testing 

phase could rely on clinical vignettes describing real forensic or clinical situations.   

A second step could be a larger testing process involving data collection in the field, by organizing a 

study that would either aim a testing the classification by professionals in real clinical or forensic 

situations or more simply, by allowing expression of opinion on the classification by professionals in a 

wide sample of countries, as was done during the WPA-WHO Global Survey of Psychiatrists’ Attitudes 

Towards Mental Disorders Classification (Reed, Mendonca Correia, Esparza, Saxena, & Maj, 2011). This 

study was implemented in the revision process of the ICD 10. Close to 5000 psychiatrists in 44 countries 

responded to the survey which was implemented through an online questionnaire. Authors highlight 

that the survey was efficiently able to reach out to psychiatrists working in the field rather than only 

representative expert-type respondents as was done in other surveys. A higher average response rate 

was found for low- and middle-income countries than for high income countries. According to authors 

this demonstrated the efficiency of online type surveys in reaching out to a high number of 

professionals in different countries. The study importantly demonstrated that formal classifications of 

mental disorders and ICD 10 were increasingly used compared to previous surveys.  According to 

authors, a majority of respondents preferred classifications having a limited number of categories. 

Some minor issues with intercultural applicability were however found in Latin America and Asia.  

Based on the conclusions of this research, a similar method could be used to test and revise a 

classification of suicidal behaviours in a wide range of countries around the world. The methodology 

would have to rest similarly on an international organization or several international organizations to 

ensure the widest possible coverage.  

 

9.6 The challenge of representing low- and middle-income countries 

WHO estimates that LMICs concentrate about 75% of global suicides (World Health Organization, 

2014a), the majority of which are in the South East Asia and the Western Pacific WHO Regions (55%).  
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Figure 9- 1 displays a map that was retrieved from the Global Health Observatory Map Gallery (WHO, 

2016) and reveals the quality of vital registration on causes of death, including suicides, by country. It 

clearly highlights a strip extending from Papua New Guinea, through Indonesia, South East Asia, India 

and neighbouring countries, the Arabic Peninsula, and a vast majority of the African continent, in which 

vital registration data quality is very low. A majority of cases of suicide are thus estimated to occur in 

many of these countries. It is possible that registration of non-fatal suicidal behaviours may also be 

problematic in this area of the world.   
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Figure 9-1: Quality of vital registration on causes of death, including suicides, WHO, 2016



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

313 
 

The WHO/START Study mentioned in Chapter 5 (De Leo & Milner, 2010; De Leo, Milner, & Xiangdong, 

2009) was precisely designed among other purposes for promoting the use high quality registration of fatal 

and non-fatal suicidal behaviours in the Western Pacific Region, and understand the cultural underpinnings 

of suicidal behaviours. 

The map in Figure 7-1 (Chapter 7) displaying the participating countries in the WSDTSB can be paralleled 

to the map displayed in Figure 9 -1 and shows clearly that in this study, many of the countries that were 

not represented belong to the area of the world mentioned above. It could thus be considered a priority 

to obtain data from these countries albeit representing a huge technical and financial challenge. 

Implementing a worldwide survey that would test a classification of suicidal behaviours and ideation and 

concentrate major efforts on obtaining data from the countries highlighted as having very low-quality vital 

registration systems in Figure 9-1 could thus fill a major gap in scientific literature on nomenclature and 

classifications.  

Such a study could promote the use of standardized methods of registration in those countries thereby 

having a long-lasting effect on data collection, and possibly on suicide prevention, thereby following the 

path of the WHO/START Study. 

Authors of the WPA-WHO Global Survey of Psychiatrists’ Attitudes Towards Mental Disorders Classification 

(Reed et al., 2011) showed that response rates in low- and middle-income countries were higher than 

those of high-income countries, which is encouraging as those countries are precisely the ones where data 

is missing.  A study based on a methodology that would use a similar online method and the pre-existing 

network of one or more international organizations, such as IASP, WHO, WPA, or WONCA, could be the 

cheapest and most efficient way to collect data from LMICs.  

It appears however that the WPA-WHO Global Survey (Reed et al., 2011) collected data from only a 

minority of countries in the area highlighted in Figure 1. Indeed, only 2 LMICs from the South East Asia 

Region, 2 LMICs from the Western Pacific Region, 4 LMICs from the Eastern Mediterranean Region, and 3 

LMICs from Africa Region participated in the survey. Accessing data in LMICs could be limited by a lesser 
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access to efficient means of communication, or by a lower representation of international organizations 

in these countries.  

This could in turn bring the challenge of collecting data in LMICs a level higher and increase the cost of any 

potential research program, as it could imply sending researchers in loco. If this were the chosen method, 

the challenge could be to determine the cheapest way to send researchers in as many LMICs as possible. 

Time and human resources could then be the main financial liabilities of such a project. Limiting both 

liabilities simultaneously would possibly prove to be impossible. The two alternatives would then be to 

send many researchers around the world in a very limited time, or to send one small team of researchers 

in the field for a period of time allowing them to cover a large part of the world while concentrating on 

LMICs. Each alternative would entail very complex logistical challenges.  

 

9.7 Conclusion 

It appears that many challenges lay ahead on the path to a universally acceptable classification of suicidal 

behaviours and ideation. However, now could be the right time to take further steps in that direction as a 

general awareness of the fundamental aspect of registration of fatal and non-fatal suicidal behaviours in 

the elaboration and ongoing evaluation of suicide prevention strategies may be on the rise. A reliable 

registration system depends on the quality of methods of classification, and one essential quality of any 

classification is to be standardized.  
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ANNEX A: Wordlwide Stduy of Defintions and Terms for Suicidal Behaviors © Questionnaire 

WORLDWIDE STUDY OF DEFINITIONS AND TERMS FOR 
SUICIDAL BEHAVIORS© 

QUESTIONNAIRE 

 

 

 

 

 

 

Main investigators: Diego De Leo, Benjamin Goodfellow, Kairi Kõlves 
  

Australian Institute of Suicide Research and Prevention 

World Health Organization Collaborating Centre for Research in Suicide Prevention and Training 

Griffith University  

Mt Gravatt, Australia  

 

 

 

 

 

 

Corresponding investigator:   

Benjamin Goodfellow, MD    

Australian Institute of Suicide Research and Prevention (AISRAP), World Health Organization 

Collaborating Centre for Research in Suicide Prevention and Training, Griffith University,  

Mt Gravatt Campus  

M24; 176 Messines Ridge Road 

Mt Gravatt  

QLD 4122  

Australia    

E-mail to: benjamin.goodfellow@griffithuni.edu.au           

Phone: +687 24 36 67 
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Dear Collaborator,      

 

Welcome to the worldwide study of definitions and terms of suicidal behaviors. We would appreciate 
if you would take a moment to answer this questionnaire. Your participation in this study is very 
important to us.      

 

This study is performed under the auspices of the International Association for Suicide Prevention 
(IASP), Task Force on Nomenclature and Classification. It aims at better understanding how terms for 
suicidal behavior vary across countries and cultures. This variability has hampered research efforts for 
decades. The use of a common language could help implement efficient research that allows 

comparability and avoids resource-consuming duplication of efforts.     

 

You have been invited to contribute to this study having been identified as an expert in the field of 
suicidal behavior. We would appreciate if your answers could reflect the professionals' (e.g. 
researchers, practitioners) most common experience when working in your country. 

 

We expect it will take you approximately 20 minutes to answer this questionnaire. 

 

This research forms a component of an academic program at the Australian Institute for Suicide 
Research and Prevention (AISRAP), Griffith University. It is to be part of a PhD thesis of which Dr 
Benjamin Goodfellow is a candidate, Prof. Diego De Leo is the principal supervisor, and Dr Kairi Kolves 
is the associate supervisor.      

 

The conduct of this research involves the collection, access and/ or use of your identified personal 
information. The information collected is confidential and will not be disclosed to third parties without 
your consent, except to meet government, legal or other regulatory authority requirements.   A de-
identified copy of this data may be used for other research purposes.   However, your anonymity will 
at all times be safeguarded. For further information consult the University’s Privacy Plan at 
http://www.griffith.edu.au/about-griffith/plans-publications/griffith-university-privacy-plan. 

  
Nevertheless, if you choose to, your contribution will be acknowledged by name and professional 
role in the appropriate section of any document originating from this investigation. We are aware that 
answering this questionnaire may be time consuming for you and we would like to offer you the 

http://www.griffith.edu.au/about-griffith/plans-publications/griffith-university-privacy-plan
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opportunity of co-authorship in the main publications originating from this study should you wish to. 
Please advise us if you do via e-mail. 

  

Once the study results are analysed you can be provided a convenient, plain language summary of 
results upon request (e.g. via email). 

 

There are no foreseeable risks associated with participation in this research. All research data (survey 
responses and analysis) will be retained in a password protected electronic file at Griffith University 
for a period of five years before being destroyed. 

  

Griffith University conducts research in accordance with the National Statement on Ethical Conduct in 
Human Research.  If you have any concerns or complaints about the ethical conduct of this research 
project, you are encouraged to contact the Manager, Research Ethics on +617 3735 4375 or research-
ethics@griffith.edu.au. Griffith University ethics reference number for this study is 2017/601. 

 

If you have any questions, please contact the principal supervisor Prof Diego De Leo at the Australian 
Institute for Suicide Research and Prevention 

WHO Collaborating Centre for Research and Training in Suicide Prevention 

Level 1, Building M24 Psychology 

176 Messines Ridge Road 

Mt Gravatt Campus, Griffith University QLD 4122 

Phone - 61 7 373 53379 Fax - 61 7 373 53450 

Email - d.deleo@griffith.edu.au 

 

On behalf of AISRAP and IASP, thank you for taking the time to answer this questionnaire.         

 

Prof Diego De Leo 

Dr Benjamin Goodfellow 

Dr Kairi Kõlves 

 

 

 

  

mailto:d.deleo@griffith.edu.au
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GENERAL INFORMATION 

 

Do you consent to be acknowledged by name and professional role in any outputs related to this 
research?  

oYes 

oNo 
 

Please provide your full name, title, and affiliation: 

________________________________________________________________ 

 

Please type answer in provided space where relevant. Please choose one best answer when several 
options are provided. 

 

 1 Information on site 

 1.1 What is the name of your country?  

 
________________________________________________________________ 

 

 1.2 What is the estimated population of your country? 

 
________________________________________________________________ 

 

 1.3 What is (are) the main language(s) in your country?  

 
________________________________________________________________ 

 

 

2 Information about yourself 

 2.1 Do you consider yourself a 

oClinician  

oResearcher  

oBoth 

oOther, please specify ______________________________________ 
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2.2 What is your main profession? 

oMedical doctor  

oPsychologist   

oNurse   

oDemographer   

oEpidemiologist   

oOther professional, please specify  ______________________________ 
 

  



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

322 
 

NOMENCLATURE, DEFINITIONS, TERMS 

 

You will now read a series of statements regarding definitions and terms. Please choose one best 
statement for each question. Remember, there are no right or wrong answers. 

 

 

Questions about suicide 

 

In your country, what is the meaning of the word suicide? 

 

 5. Please choose one single statement to complete the sentence: Suicide is an act that 

oNecessarily leads to death 

oMay result in survival 
 

 

 Comments on question 5 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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 6. Statements regarding intent: please tick Yes if you agree with statement in table, or No if you 
don’t 

 

Statements  Yes No 

Suicide is an act that can only be done with an intent to die o  o  
Suicide is an act that may be done with an intent other than an explicit intent to die o  o  
Suicide is an act that may be done with an ambiguous or unclear intent o  o  
Suicide is an act that may be done with an intent to take the risk of dying o  o  
Suicide is an act that may be done without explicit intent to die o  o  

  

 Comments on questions in section 6 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 

 

 

 

7. Statements regarding knowledge of the consequences of the act: please tick Yes if you agree with 

statement in table, or No if you don’t 

 

Statements Yes No 

Suicide is an act that is necessarily performed with certainty of a fatal result o  o  
Suicide is an act that can be performed with the knowledge of a fatal result, but 

person is not certain of that result 

o  o  

Suicide is an act that can be  performed without any knowledge of the 

consequences of the act 

o  o  

Suicide is an act that can be performed with the certainty that the result will not be 

fatal 

o  o  
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 Comments on questions in section 7 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

8. Please choose one single statement to complete the sentence: Suicide is an act that 

oIs initiated and necessarily carried out by oneself to the end of the action 

oIs initiated by oneself, but not necessarily carried out by oneself to the end of the action 

oCan be initiated and carried out by oneself or by someone else 
 

 Comments on question 8 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 9. Please provide alternate terms for the word suicide if you think it is not appropriate for describing 

what the previous questions were asking about. Please explain your reasons. 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

  

Questions on different types of suicidal behavior or self-harm 
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 Please choose one single statement to complete the sentences 

 10. In your country, when professionals (e.g. clinicians, researchers) talk about other types of suicidal 
behavior than suicide, the most common understanding is that when a person harms him- or herself, 
with the intention to die, and survives, his or her act is:  

oA suicide attempt 

oParasuicide 

oSelf-harm 

oDeliberate self-harm 

oNon suicidal self-injury 

oSelf-mutilation 

oNon-fatal suicidal behavior 

oSelf-directed violence 

oSelf-injurious behavior (including self-poisoning/overdosing with medication) 
 

 Comments on question 10, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

11. In your country, when professionals (e.g. clinicians, researchers) talk about other types of suicidal 
behavior than suicide, the most common understanding is that when a person harms him- or herself 
without any intention to die, and survives, his or her act is:  

oA suicide attempt 

oParasuicide 

oSelf-harm 

oDeliberate self-harm 

oNon suicidal self-injury 

oSelf-mutilation 

oNon-fatal suicidal behavior 

oSelf-directed violence 

oSelf-injurious behavior (including self-poisoning/overdosing with medication) 
  

Comments on question 11, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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__________________________________________________________________________________ 

12. In your country, when professionals (e.g. clinicians, coroners, researchers) talk about types of 
possible suicidal behavior, the most common understanding is that when a person harms him- or 

herself without any intention to die, and dies, his or her act is:  

oA suicide 

oA suicide attempt 

oParasuicide 

oSelf-harm 

oDeliberate self-harm 

oNon suicidal self-injury 

oSelf-mutilation 

oFatal suicidal behavior 

oSelf-directed violence 

oSelf-injurious behavior (including self-poisoning/overdosing with medication)  

oAn accident 

oAn undetermined death (open verdict) 
 

 Comments on question 12, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

13. In your country, when professionals (e.g. clinicians, researchers) talk about other types of 
possible suicidal behavior than suicide, the most common understanding is that when a person 
harms him- or herself, but, for whatever reasons, cannot state his or her intentions and the person 
survives, his or her act is:  
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oA suicide attempt 

oParasuicide  

oSelf-harm  

oDeliberate self-harm  

oNon suicidal self-injury  

oSelf mutilation 

oNon-fatal suicidal behavior  

oSelf-directed violence  

oSelf-injurious behavior (including self-poisoning/overdosing with medication)   

oAn accident   

oAn undetermined event  
 

 Comments on question 13, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 
14. In  your country, when professionals (e.g. clinicians, researchers) talk about  other types of possible 
suicidal behavior than suicide, the most common view is  that when a person harms him- or herself, 
but does not want to state his or her intentions and the person survives, his or her act is: 

oA suicide attempt   

oParasuicide   

oSelf-harm  

oDeliberate self-harm   

oNon suicidal self-injury  

oSelf mutilation  

oNon-fatal suicidal behavior  

oSelf-directed violence  

oSelf-injurious behavior (including self-poisoning/overdosing with medication)  

oAn accident 

oAn undetermined event  
 

 

 Comments on question 14, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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15. In your country, when professionals (e.g. clinicians, coroners, researchers) talk about possible 
types of suicidal behavior, the most common view is that when a person dies as a consequence of 
harming him or herself, but his or her intentions in doing so cannot be known or inferred, his or her 
act is:  

oA suicide  

oA suicide attempt  

oParasuicide  

oSelf-harm  

oDeliberate self-harm   

oNon suicidal self-injury   

oSelf-mutilation  

oNon-fatal suicidal behavior   

oSelf-directed violence  

oSelf-injurious behavior (including self-poisoning/overdosing with medication)   

oAn accident  

oAn undetermined death (open verdict)  
 

 Comments on question 15, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Questions on suicidal ideation 

 

 Please choose one single statement to complete the sentences 

 

 16.  In your country, when professionals (e.g. clinicians, researchers) talk about suicidal ideation, the 
most common understanding is that when someone who occasionally thinks of suicide when 
confronted to distress, this person has: 

oA normal pattern of thinking 

oSuicidal ideation 

oPassive suicidal ideation 

oActive suicidal ideation 

oDeath wishes 

oReactive suicide ideation 
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 Comments on question 16, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 

 17.  In your country, when professionals (e.g. clinicians, researchers) talk about suicidal ideation, the 
most common understanding is that when someone who continuously thinks of suicide but has no 
suicidal intent, this person has: 

oA normal pattern of thinking  

oSuicidal ideation  

oPassive suicidal ideation  

oActive suicidal ideation 

oPersistent suicide ideation 

oDeath wishes  
 

 

 Comments on question 17, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 18. In your country, when professionals (e.g. clinicians, researchers) talk about suicidal ideation, the 
most common understanding is that when someone who hopes for death but has no thoughts of killing 
him- or herself, this person has:  

oA normal pattern of thinking  

oSuicidal ideation   

oPassive suicidal ideation   

oActive suicidal ideation   

oDeath wishes   
 

 Comments on question 18, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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__________________________________________________________________________________ 

 

 19. In your country, when professionals (e.g. clinicians, researchers) talk about suicidal ideation, the 
most common understanding is that when someone hopes for death by killing him- or herself, this 
person has: 

oA normal pattern of thinking  

oSuicidal ideation  

oPassive suicidal ideation  

oActive suicidal ideation  

oDeath wishes  
 

 

 Comments on question 19, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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Questions on suicidal ideation or behavior 
 

 Please choose one single statement to complete the sentences 

 

 20. In your country, when professionals (e.g. clinicians, researchers) talk about suicidal behavior or 
ideation, the most common understanding is that when someone states suicidal intention without 
engaging in behavior, this person:  

oIs engaging in suicidal behavior  

oIs experiencing suicidal ideation  

oIs experiencing passive suicidal ideation  

oIs experiencing active suicidal ideation  

oHas made a suicide attempt  

oHas made a suicide threat  

oHas made a suicide communication  

oHas made a suicide plan  

oIs engaging in preparatory suicidal behavior  

oHas made an interrupted suicide attempt   

oHas made an aborted suicide attempt   
 

 Comments on question 20, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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  21. In your country,  when professionals (e.g. clinicians, researchers) talk about suicidal  behavior or 
ideation, the most common understanding is that when someone mimics (i.e. acts in a way that has 
the appearance of) suicidal behavior without sustaining any injuries, this person:  

oIs engaging in suicidal behavior  

oIs experiencing suicidal ideation  

oIs experiencing passive suicidal ideation   

oIs experiencing active suicidal ideation   

oHas made a suicide attempt   

oHas made a suicide threat   

oHas made a suicide communication   

oHas made a suicide plan   

oIs engaging in preparatory suicidal behavior   

oHas made an interrupted suicide attempt   

oHas made an aborted suicide attempt   
 

 Comments on question 21, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 22. In your country, when professionals (e.g. clinicians, researchers) talk about suicidal behavior or 
ideation, the most common understanding is that when someone has decided how and when to 
perform a suicidal act, but does not actively prepare anything, this person: 

oIs engaging in suicidal behavior   

oIs experiencing suicidal ideation  

oIs experiencing passive suicidal ideation   

oIs experiencing active suicidal ideation   

oHas made a suicide attempt   

oHas made a suicide threat   

oHas made a suicide communication   

oHas made a suicide plan   

oIs engaging in preparatory suicidal behavior   

oHas made an interrupted suicide attempt   

oHas made an aborted suicide attempt   
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 Comments on question 22, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 23. In your country, when professionals (e.g. clinicians, researchers) talk about suicidal behavior or 
ideation, the most common understanding is that when someone prepares a suicidal act (e.g. 
assembles pills, buys a gun, attaches a rope, visits a bridge), but does not initiate it and thus does 

not sustain any injuries, this person: 

oIs engaging in suicidal behavior   

oIs experiencing suicidal ideation   

oIs experiencing passive suicidal ideation  

oIs experiencing active suicidal ideation   

oHas made a suicide attempt   

oHas made a suicide threat   

oHas made a suicide communication   

oHas made a suicide plan   

oIs engaging in preparatory suicidal behavior   

oHas made an interrupted suicide attempt   

oHas made an aborted suicide attempt   
 

Comments on question 23, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 24. In your country, when professionals (e.g. clinicians, researchers) talk about suicidal behavior or 
ideation, the most common understanding is that when someone initiates a suicidal act (e.g. stands 
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or sits on the edge of a high bridge, ties a rope around his or her neck), but stops him or herself before 
sustaining any injuries, this person: 

oIs engaging in suicidal behavior   

oIs experiencing suicidal ideation   

oIs experiencing passive suicidal ideation   

oIs experiencing active suicidal ideation   

oHas made a suicide attempt   

oHas made a suicide threat   

oHas made a suicide communication   

oHas made a suicide plan   

oIs engaging in preparatory suicidal behavior   

oHas made an interrupted suicide attempt   

oHas made an aborted suicide attempt   
 

 Comments on question 24, or suggestions for alternate terms 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

25. In your country, when professionals (e.g. clinicians, researchers) talk about suicidal behavior or 
ideation, the most common understanding is that when someone initiates a suicidal act (e.g. stands 
or sits on the edge of a high bridge, ties a rope around his or her neck), but is stopped by someone 
else before sustaining any injuries, this person: 

oIs engaging in suicidal behavior   

oIs experiencing suicidal ideation   

oIs experiencing passive suicidal ideation   

oIs experiencing active suicidal ideation   

oHas made a suicide attempt   

oHas made a suicide threat   

oHas made a suicide communication   

oHas made a suicide plan   

oIs engaging in preparatory suicidal behavior   

oHas made an interrupted suicide attempt   

oHas made an aborted suicide attempt   
 

 Comments on question 25, or suggestions for alternate terms 

__________________________________________________________________________________ 
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__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 

 General comments 

 

 26. Please take a moment to give us some general comments on this study, your impressions and 
reflections, especially regarding the cultural aspects that might be overlooked. This study was 
purposefully conducted in English language, but we do realize how challenging it can be to translate 

some of the contents of this questionnaire. Thank you for your help. 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 

 

On behalf of AISRAP and IASP, thank you for taking the time to answer this questionnaire. 
Your help will be valuable in order to take important steps towards a common language in 

suicidology. 
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ANNEX B: List of WSDTSB participating countries, languages spoken according to participants, 

code 1 = English spoken, and classification by gross national income according to World Bank 

(2017), code 1 = part of Low- and Middle-Income Countries (LMIC) 

Country Languages English 
= 1 

LMIC 
= 1 

Pakistan Urdu,Punjabi,SIndhi,Pashtu,Balochi,Hindku,Saraiki and some other regional 
languages 

0 1 

Uganda English and several local languages (over 30) 1 1 

Portugal Portuguese 0 0 

Tonga Tongan and English 1 1 

Netherlands Dutch 0 0 

Trinidad 
and Tobago 

English 1 0 

Italy Italian 0 0 

Germany German 0 0 

Sweden Swedish 0 0 

New 
Zealand 

English 1 0 

Romania Romanian is the main language; Hungarian is spoken by the largest minority 
group and is the main language in 2 counties 

0 1 

Estonia Estonian 0 0 

Hong Kong Cantonese, Chinese, English 1 0 

Austria german 0 0 

Nepal Nepali 0 1 

Mauritius Creole 1 1 

Australia English 1 0 

Colombia SPANISH 0 1 

Iran farsi (persian) 0 1 

Ghana Akan, Ewe, Ga and Dagbani 0 1 

Denmark Danish 1 0 

Moldova Romanian, Russian 0 1 

Lithuania Lithuanian 0 0 

China Mandarin Chinese 0 1 

Kenya English, Kiswahili and local languages 1 1 

Ukraine Russian, Ukrainian 0 1 

USA English 1 0 

Slovenia Slovene 0 0 

Argentina español 0 1 

Afghanistan Dari, Pashtu, Uzbiki 0 1 

Cambodia Khmer and  English 1 1 

Seychelles Creole, English and French 1 0 

Hungary hungarian 0 0 

Belgium Dutch, French 0 0 

French 
Polynesia 

French, Polynesian 0 0 

Australia English 1 0 

The 
Bahamas 

English 1 0 



A UNIVERSAL NOMENCLATURE FOR SUICIDAL BEHAVIOURS 

337 
 

UK English 1 0 

UK English 1 0 

USA English 1 0 

Australia English 1 0 

Australia English 1 0 

New 
Zealand 

English, Maori, Samoan 1 0 

Israel Hebrew Arabic 0 0 

Netherlands Dutch 0 0 

France french 0 0 

Brazil Portuguese 0 1 

Austria German 0 0 

Mauritius Creole/French/English 1 1 

Canada English French Chinese 1 0 

Australia English 1 0 

New 
Zealand 

English, Maori, Tongan, Chinese, Samoan 1 0 

Australia bout 21 % of Australians reported spoken a language other than English at 
home. Australian Indigenous languages are spoken by less than 1 % of the total 
population. The most common languages other than English are: Mandarin, 
Arabic, Cantonese, Vietnamese, Italian and Greek. 

1 0 

Mexico Spanish 0 1 

Bangladesh Bengali 0 1 

Belgium Nederlands, Frans 0 0 

Norway Norwegian 0 0 

Australia English 1 0 

New 
Zealand 

English 1 0 

Taiwan Chinese (traditional) 0 1 

India Multiple 1 1 

Japan Japanese 0 0 

UK English 1 0 

France french 0 0 

Australia English 1 0 

Lebanon Lebanese Arabic 0 1 

Uruguay Spanish 0 0 

Brazil Portuguese 0 1 

Qatar Arabic 0 0 

Greece Greek 0 0 

Puerto Rico Spanish, English 1 0 

Australia English 1 0 

Japan Japanese 0 0 

Denmark Danish 0 0 

Italy Italian 0 0 

Bhutan Dzongkha, English, Nepali, Tshanglakha, Khengkha 1 1 

Slovenia Slovenian 0 0 

Brazil Portuguese 0 1 

USA English, Spanish 1 0 

Canada English, French 1 0 
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UK English 1 0 

Peru Spanish, Quechua 0 1 

USA English, Spanish 1 0 

Canada English and French (although legislation is starting to require recognition of 
aboriginal/indigenous languages) 

1 0 

Iran Pers 0 1 

Ireland English 1 0 

Mexico Spanish 0 1 

Australia English 1 0 

Brazil Portuguese 0 1 

USA English 1 0 

Canada French/English 1 0 

Malaysia Malay, English, Chinese, Tamil 1 1 

USA English 1 0 

Canada english french and first nations 1 0 

Thailand Thai 0 1 

Sri Lanka Sinhala, Tamil and English 1 1 

Portugal Portuguese 0 0 

Australia English 1 0 

USA English, Spanish 1 0 

Australia English 1 0 

Germany German 0 0 

Liberia English is our official language but we have 16 native dialects that are spoken. 
Kpelleh and Bassa being the largest. 

1 1 

USA English 1 0 

Denmark Danish 0 0 

Australia English 1 0 

Hungary Hungarian 0 0 

Singapore English, Mandarin, chinese dialects 1 0 

Iceland Icelandic 0 0 

Canada English, French 1 0 

India Hindu 1 1 

Australia English 1 0 

Australia English 1 0 

Australia English 1 0 

Sweden swedish 0 0 

Norway Norwegian 0 0 

USA English 1 0 

New 
Zealand 

English, Maori 1 0 

Ireland English 1 0 

New 
Zealand 

English and Maaori 1 0 

New 
Zealand 

English & Maori 1 0 

Norway Norwegian 0 0 

Cook 
Islands 

Cook Islands Maori - English 1 1 

Spain SPANISH 0 0 
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Ireland English 1 0 

China Chinese 0 1 

Netherlands Dutch 0 0 
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ANNEX C : PAPER 1 
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ANNEX D: PAPER 2 
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