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    Abstract 
   Today we understand suicidal behavior as a spectrum of actions and thought 
processes. This framework is the result of centuries of thought and study on the 
subject. This chapter will provide a historical context for attempts to classify and 
understand the various manifestations of suicidal behavior. This chapter traces 
the evolution of the study of suicidal behavior from the fi rst appearances of the 
word “suicide” in text up to the present state of our conceptualization. Various 
models for classifying suicidal behavior will be described. This chapter aims to 
provide the reader with a thorough understanding of both the historical and the 
contemporary defi nitions of the terms suicidal behavior, suicide, suicide attempt, 
and suicidal ideation. The impact of the theories of a diverse group of thinkers 
will be discussed, especially the framework described in the DSM-5. Multiple 
contemporary and historic diagnostic criteria will be described, as well as the 
intersections of suicidal behavior and other mental disorders.  
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      The tremendous impact of suicide is clear when one considers the high number of 
suicides that occur annually across the globe and the consequences that accompany 
suicide. These consequences have been studied from various clinical, economical, 
statistical, and public health perspectives. The objective of this chapter is to provide 
the reader a theoretical and conceptual approach to the study of suicidal behavior. 
The following pages will attempt to catalog the evolution of our understanding of 
suicidal behavior both nosologically and philosophically and to discuss the current 
state of our understanding. 

1.1     History of the Conceptualization, Definition, 
and Classification of Suicidal Behavior 

 The neologism suicide fi rst appeared in the seventeenth century. It comes from the 
Latin words  sui  and  occidere . Some cite Brown as the fi rst using the word in the 1635 
edition of  Religio Medici , but others say the word was fi rst used by Charleton in 1651. 
Some French historians credit its fi rst use to either the Abbé Prevot in 1734 or the Abbé 
Desfontaines in 1737. Offi cially the word entered the dictionary of the French academy 
in 1762 and the English language dictionary, Blount’s Glossographia, in 1656. 

 The term suicide has had several distinct meanings. Esquirol, for example, felt 
suicide was an act that could take place in a moment of madness, using madness in 
a sense similar to folie. In the introduction of his book  Le suicide , Durkheim defi ned 
it as “all types of death that result, directly or indirectly, from an act, positive or 
negative, committed by the victim himself, knowing full well the intended result.” 
Durkheim further defi ned a suicide attempt saying, “an attempt is the same act that 
we have defi ned, stopped at some point along its path before it was able to result in 
death” (Durkheim  1982 ). For his part, Freud understood suicide according to his 
psychoanalytical theory as a murder in reverse. Lacan saw suicide as a displacement 
of the object of aggression; before the impossibility of releasing it upon the other, it 
is released upon oneself. 

 For centuries there have been many distinct approaches to the conceptual prob-
lem of suicide. Initially religious and philosophical approaches predominated. From 
a scientifi c standpoint, it was sociology that initiated the study and conceptualiza-
tion of suicide throughout Europe in the fourteenth century: Morselli in Italy; de 
Masaryk in Austria; Guerry, Étoc-Demazy, and Lisle in France; Winslow in 
England; and Casper, Müller, and Wagner in Germany. The seminal work on the 
topic is recognized to be Emile Durkheim’s  Le Suicide , published in 1897. Durkheim 
classifi ed the act of suicide according to the grade of social integration of the indi-
vidual and the social regulation of individual desires. In his classifi cation, he distin-
guished three types of suicide: egoistic suicide, altruistic suicide, and anomic 
suicide. Since then, other authors have continued to defi ne suicide from a sociologi-
cal perspective. Halbwachs stands out for his work,  The Causes of Suicide , in which 
he compared the differences in suicidal behavior between urban and rural societies 
(Halbwachs  1930 ). The social theory is best summarized by the idea that social 
disorganization produces individual disorganization (Uña Juárez  1985 ). 
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 Psychoanalytic theory also made inroads into the conceptualization of suicide. 
Freud was the fi rst to highlight ambivalence in suicide. He also noted the impor-
tance of aggression, relating it to homicide through the allure of death (Rodriguez 
Pulido et al.  1990 ). To a still greater extent along these lines, Menninger’s work 
 Man Against Himself  (Menninger  1972 ) identifi es three aggressive elements in the 
act of suicide: killing, being killed, and dying. According to these, the suicidal 
impulse can be subdivided into the wish to kill, the wish to be killed, and the wish 
to die. Afterward, Hendin identifi ed six motives for suicide attempts (Hendin  1963 ): 
retaliatory abandonment, retrofl exed murder, reunion with a loved one, rebirth of 
the self after death, self-punishment, and seeing oneself as already dead. 

 Until the end of the 1960s, suicide attempts were considered failed suicides; 
therefore, suicide and suicide attempt were considered parts of the same psychiatric 
subset. In light of this, some European authors introduced terms with the objective 
of formalizing and describing the study of the act of attempting suicide. Among 
these new terms were parasuicide (Kreitman et al.  1969 ), pseudosuicide (Kessel 
 1965 ), and deliberate self-harm (Morgan  1979 ). These terms originate from a psy-
chological orientation toward death. The objective of these acts is to produce the 
subject’s desired change by way of the actual or desired consequences of his actions 
(Kreitman et al.  1969 ). In general, American authors use the term “suicide attempt” 
and European authors use the terms “deliberate self-harm” and “parasuicide.” 

 The defi nitions of suicide have evolved toward more operative conceptions. 
Shneidman stated that “Suicide is an intended act of self-infl icted cessation.” 
Similarly Motto wrote: “Suicide is self-infl icted, self-intentioned death.” In 1988 
the Center for Disease Control (CDC) developed a series of terms to designate sui-
cidal behaviors called “Operational Criteria for the Determination of Suicide” 
(OCDS) which defi ned suicide as “death as a result of an intentional, self-infl icted 
harm.” It recognized three components: death by harm, acts against oneself, and 
intentionality. This initiative has given rise to other criteria that rest on concepts of 
self-infl iction (ascertainment of the existence of self-provoked injuries by the sub-
ject) and intention (implicit or explicit evidence of a conscious decision or desire to 
kill oneself) (Operational criteria for determining suicide  1988 ). 

 This idea opened the possibility that suicidal behavior was not homogenous and 
that the defi nition ought to move toward a classifi cation system .  As such, in the clas-
sifi cations of suicidal behavior, we can fi nd the causes, the intentionality, and the 
consequences. In 1986, the WHO, following this conceptualization, avoided the 
terms “suicide” and “suicide attempt” and instead used the collective “suicidal 
acts.” Within this framework, suicide is described as “an act with a fatal outcome 
which the deceased, knowing or expecting a fatal outcome had initiated and carried 
out with the purpose of provoking the changes he desired.” A suicide attempt was 
described as “an act with a nonfatal outcome in which an individual deliberately 
initiates a non-habitual behavior that, without intervention from others, will cause 
self-harm, or deliberately ingests a substance in excess of the prescribed or gener-
ally recognized therapeutic dosage, and which is aimed at realizing changes which 
the subject desired, via the actual or expected physical consequences” (World 
Health Organization  1986 ). 
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 Since then there have been numerous attempts to classify suicidal conduct from 
a theoretical perspective. Initially Hyman ( 1990 ) proposed a basic classifi cation to 
describe what can be observed clinically. He divided subjects with suicidal behavior 
in terms of the behavior itself. He stated that, there are those deaths attributed to or 
suspected of being suicide; subjects that survive a suicide attempt; subjects that seek 
treatment for suicidal ideas or impulses; subjects that seek treatment for other 
causes, but admit to suicidal ideas or impulses; and subjects that deny suicidal 
intent, but whose behavior seems to demonstrate the potential for suicide to the 
observer or relatives. Since then other classifi cations have been published, among 
which the proposals of Marris and Diekstra stand out. Maris ( 1992 ) proposed three 
axes for classifying the type of suicidal behavior. Axis I specifi es the type of behav-
ior (ideation, attempt, or suicide). Axis II is for recording characteristics secondary 
to the act such as the medical lethality, the intentionality, the circumstances, the 
method, sex, age, race, marital status, and occupation. Finally, Axis III measures the 
presence or absence of chronic, indirect, self-destructive behavior (substance abuse, 
previous self-mutilation, or eating disorders). That same year, Diekstra proposed a 
classifi cation system to classify suicidal behavior as either suicide, suicide attempts, 
or parasuicide (Diekstra  1992 ). Yet another attempt at classifi cation is based in a 
cluster analysis of different populations with distinct patterns of suicidal behavior. 
The most impactful of these classifi cation efforts have sought to group the similari-
ties in completed suicides from the 1970s to the present. From these studies, three 
groups were identifi ed: those with little suicidal intention comprised of young 
women, another comprised of older men with suicide attempts characterized by a 
high degree of violence and intentionality, and a third group intermediate between 
the two in terms of composition (Bagley et al.  1976 ; Kiev  1976 ; Paykel and Rassaby 
 1978 ; Rapeli and Botega  2005 ; Sinyor et al.  2014 ). A more modern analysis utilizes 
data mining, which requires older samples and seems to offer promising results 
(Oquendo et al.  2012 ) on the subject of suicidal behavior (Kuroki  2015 ).  

1.2     Current Definitions of Types of Suicidal Behavior 

 Presently, the WHO defi nes suicide as the act of deliberately killing oneself and 
suicide attempt as “any non-fatal suicidal behavior and refers to intentional self- 
infl icted poisoning, injury or self-harm which may or may not have a fatal intent or 
outcome.” Therein, the WHO also specifi es that nonfatal self-harm without suicidal 
intent is included. The WHO explains that this is because of the problem of evaluat-
ing suicidal intentionality due to ambivalence or even concealment on the part of the 
patient. On the other hand, suicidal behavior can be “a range of behaviors that 
include thinking about suicide (or ideation), planning for suicide, attempting suicide 
and suicide itself” (World Health Organization  2014 ). 

 The DSM-5 defi nes suicidal ideation as “thoughts about self-harm, with deliber-
ate consideration or planning of possible techniques of causing one’s own death,” 
defi nes suicide as “the act of intentionally causing one’s own death,” and defi nes 
suicide attempt as “an attempt to end one’s own life, which may lead to one’s death.” 

L. Giner et al.
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 Likely the most complete classifi cation is that of O’Carroll et al. ( 1996 ). 
O’Carroll proposed a nomenclature for the most basic epiphenomena of suicidal 
behavior through a clear and unambiguous defi nition. Initially they distinguished 
three large groups: suicidal ideation, behavior related to suicide, and completed 
suicide (Table  1.1 ). Later, they also came to consider self-infl icted wounds (with 
unknown intention) and behaviors with the intention of dying. Within each group 
they distinguish the result of the said behavior following the existence and gravity 
of the wounds. This nomenclature, proposed by O’Carroll et al., has been utilized in 
numerous studies and to develop the Columbia Classifi cation Algorithm for Suicide 
Assessment (C-CASA) (Posner et al.  2007 ). 

 In critiquing these classifi cations, Barber and his colleagues called attention to 
aborted suicide attempts, which he defi ned as a fi rst step to a suicide attempt in which 
the act is not completed, and therefore physical harm does not occur (Barber et al. 
 1998 ). They defi ned the characteristics of this behavior as having the intention of 
killing oneself but changing one’s mind at the last moment before committing the 
act, along with the absence of physical injury. Later, Silverman et al. made an impor-
tant revision (Silverman et al.  2007a ,  b ) to this classifi cation. In addition to factoring 
intentionality into the classifi cation, they added a type of suicidal behavior, known as 
suicidal communication. This act can be verbal or nonverbal and can be defi ned as 
threatening suicide (possible suicidal behavior in the near future) or as a suicide plan 
(a proposed method for possible suicidal behavior) (Tables  1.2 ).

   Presently, the DSM-5 includes suicidal behavioral disorder and nonsuicidal self- 
injury in Section III of the manual. Section III includes clinical situations that require 
a more in-depth investigation to determine if a formal diagnosis of a mental disorder 
should be considered along with a proposed set of diagnostic criteria (Table  1.3 ). 
Throughout the DSM-5 numerous disorders are described as being associated with 
suicide. However, there are disorders for which the epigraph specifi cally references 
the risk for suicide, such as schizophrenia, schizoaffective disorder, psychotic disor-
der due to another medical condition, bipolar I disorder, bipolar II disorder, major 
depressive disorder, disruptive mood dysregulation disorder, substance/medication- 
induced depressive disorder, depressive disorder due to another medical condition, 
separation anxiety disorder, specifi c phobia, panic disorder, obsessive-compulsive 
disorder, body dysmorphic disorder, posttraumatic stress disorder, dissociative iden-
tity disorder, dissociative amnesia, anorexia nervosa, bulimia nervosa, other halluci-
nogen intoxication, and opioid use disorder. Likewise this epigraph regarding risk of 
suicide is included for various disorders within Section III including depressive epi-
sodes with short-duration hypomania, persistent complex bereavement disorder, and 
neurobehavioral disorder associated with prenatal alcohol exposure.

   The DSM-5 outlines two forms of psychopathological evaluation that evaluate 
suicidal ideation and suicide attempts concretely, one for the adult population and 
one for those between 6 and 17 years of age. The adult DSM-5 self-rated Level 1 
Cross-Cutting Symptom Measure has 13 domains, among which Domain VI indi-
cates suicidal ideation. The parent/guardian-rated DSM-5 Level 1 Cross-Cutting 
Symptom Measure for children aged 6–17 has 12 domains, among which Domain 
XII explores suicidal ideation/suicide attempt.  

 As it does with other disorders, the DSM-5 has included specifi ers. Under sui-
cidal behavior, these specifi ers relate to the violence of the method employed, the 
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medical consequences, and the degree of planning involved. The specifi ers also 
account for possible cultural differences and the functional consequences of the act, 
which the clinician should remember to consider.  

1.3     Suicidal Behavior as a Symptom, Syndrome, 
Complication, Disorder, or Diagnostic Axis 

 From the psychiatric point of view, suicidal behavior has been conceptualized vari-
ously as a symptom, a syndrome, a complication of a psychiatric illness, a psychi-
atric disorder, or a diagnostic axis. 

 As a symptom, suicidal behavior is present in various mental disorders. The 
diagnostic criteria for major depression include thoughts of suicide, and a history 
of suicide attempts is among the criteria for borderline personality disorder. In a 
somatic context, there are certain incapacitating and/or painful medical patholo-
gies in which thoughts of suicide are common. Along these lines, the evaluation 
and treatment of suicide risk should be considered a secondary feature of the 
pathology that is causing it. As such, when the mental disorder or medical pathol-
ogy improves, the suicidal ideation should improve as well. This vision of suicidal 
behavior does not permit a treatment or prevention plan unless it is incorporated 
into the treatment of the causative illness. It also assumes a parallel evaluation, 
without taking into account the specifi cs of the presenting subject. Furthermore, 
we are left without adequate consideration of much of what is now known about 
suicidal behavior, such as the recognized heritability of suicidal behavior indepen-
dent of mental disorder. 

 The presuicidal syndrome, described by Riegel in 1958, was based on a specifi c 
psychological state (Ringel  1976 ). In this state preceding suicide, three aspects are 
present: constriction, inhibited aggression turned inward toward the self, and sui-
cidal fantasies. This syndrome is characterized by a narrowing and diminishing of 

   Table 1.3    Suicidal behavior disorder proposed criteria in DSM-5   

 A. Within the last 24 months, the individual has made a suicide attempt 

 Note: A suicide attempt is a self-initiated sequence of behaviors by an individual who, at the 
time of initiation, expected that the set of actions would lead to his or her own death. The 
“time of initiation” is the time when a behavior took place that involved applying the method 

 B.  The act does not meet criteria for nonsuicidal self-injury – that is, it does not involve 
self-injury directed to the surface of the body undertaken to induce relief from a negative 
feeling/cognitive state or to achieve a positive mood state 

 C. The diagnosis is not applied to suicidal ideation or to preparatory acts 

 D. The act was not initiated during a state of delirium or confusion 

 E. The act was not undertaken solely for a political or religious objective 

 Specify if: 

   Current: not more than 12 months since the last attempt 

   In early remission: 12–24 months since the last attempt 

L. Giner et al.
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the psychic life in general, along with the inhibition of aggressive impulses. At the 
same time, the desire for death and self-destructive fantasies begin to develop. 

 From another point of view, Pöldinger understood that the appearance of the act 
of suicide would develop secondary to an underlying disease or coincide with the 
onset of that disease. The chief among these underlying diseases are depression, 
schizophrenia, and alcoholism (Poldinger  1983 ). In this state there can be a depres-
sive affect, with hopelessness and anhedonia owing to depressive symptoms that 
can be combined with the fatal intentionality described by Klerman ( 1987 ). The 
evolution of suicidal ideation and its transition into action depends on the precipitat-
ing disease and the individual history. As such the action can take an impulsive, 
planned, or ambivalent form (Poldinger  1983 ). Factors infl uencing the precipitation 
of suicidal behavior may include concurrent psychosocial events along with bio-
logical and genetic factors (Poldinger and Holsboer  1989 ). Shneidman interprets 
the evolution from suicidal ideation to the act of committing suicide in cognitive 
terms, basing it in what he calls suicidal logic. According to the threefold model he 
proposed (Shneidman  1976 ), a suicidal person experiences an unbearable psycho-
genic pain or suffering, a negative pressure of lived experiences, and a state of per-
turbation. The development of suicidal behavior will continue to surge from these 
three planes. Frustrated with the need to bear his continued suffering, the individual 
considers himself in the context of previous experiences, with a negative effect on 
the individual, and moves toward a state of rigid and dichotomous reasoning. The 
result is an unbearable suffering with inability to see other possibilities or solutions 
to his problems. This is how the presuicidal state evolves into suicidal act. 

 Suicide has also been understood as a complication of a mental illness. Presently 
more than 90 % of subjects that exhibit suicidal behavior also present with comor-
bid mental disorders, including personality disorders. Nonetheless, the presence of 
mental illness is not on its own suffi cient to predict self-destructive behavior. 
Clearly, 10 % of subjects who present with suicidal behavior present with no other 
mental illness. However, it is important to consider that this 10 % fi gure is taken 
from western cultures. In China, for example, this fi gure approaches 60 % (Phillips 
et al.  2002 ). This fi gure also does not correspond to the clinical gravity or intrinsic 
severity of each pathology. 

 According to the DSM-IV, a mental disorder is a behavioral or psychological 
pattern of clinical signifi cance that, whatever its cause, manifests itself in the indi-
vidual in the form of a behavioral, psychological, or biological dysfunction. This 
manifestation is considered a symptom when it appears to be associated with dis-
comfort, disability, or a signifi cantly elevated risk of death, suffering, disability, or 
loss of liberty. Although mental illness and suicide are closely linked, suicidal 
behavior is not present in all subjects that suffer from a psychiatric pathology. In 
fact, it is only present in a minority of cases. For example, only one third of patients 
with bipolar disorder attempt suicide at some point in their life (Chen and Dilsaver 
 1996 ). In light of this, suicidal behavior cannot be considered an intrinsic character-
istic of mental pathology (Oquendo and Baca-Garcia  2014 ). 

 Given the lack of fi ndings based on diagnostic exams, Robins and Guze ( 1970 ) 
established widely accepted criteria delineating psychiatric illness based on clinical 
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description, laboratory studies, shadowing patients, and family interviews. Later, 
Krishnan ( 2005 ) condensed these criteria into two: the risk of incapacitation or 
death and the presence of environmental, pathological, or genetic factors. In cases 
where the second criterion is insuffi cient, the diagnosis can be based on the prog-
nostic course, family history, and/or response to treatment. 

 Oquendo and Baca point out ( 2014 ) that suicidal behavior meets the criteria for a 
psychiatric diagnosis in Guidelines for Making Changes to DSM-5 (Kendler et al. 
 2009 ). That is (a) a behavioral or psychological syndrome or pattern that occurs in an 
individual, (b) associated with clinically signifi cant distress or disability, (c) diagnos-
tically valid, (d) clinically useful, and (e) refl ective of an underlying psychobiological 
disturbance. Furthermore, the diagnosis cannot simply be a manifestation of social 
deviance or confl icts with the society. Oquendo and Baca also required three valida-
tors: antecedent validators, concurrent validators, and predictive validators (Table  1.4 ) 
(Regier et al.  2013 ). Following the reasoning of Oquendo and Baca, suicidal behavior 
fulfi lls four categories of antecedent validators, two categories of concurrent valida-
tors, and three categories of predictive validators. The authors express concern regard-
ing only one of the categories of predictive validators, diagnostic stability, though they 
argue that diagnostic stability is highly variable between mental disorders and the 
same is true for suicidal behavior, which can range from just one attempt to multiple 
attempts or even completed suicide. In terms of diagnostic fallibility, the defi nition 
used in the Classifi cation Algorithm for Suicide Assessment (C-CASA) (Posner et al. 
 2007 ) and the Columbia-Suicide Severity Rating Scale (C-SSRS) (Posner et al.  2011 ) 
demonstrates an inter-rater reliability coeffi cient (C-CASA) and a sensitivity and 
specifi city (C-SSRS) above 95 %, respectively, for predicting suicide attempts.

   Finally, considering suicidal behavior as a diagnostic axis, as they were 
 established in the multiaxial diagnosis in the DSM-IV, favors the perspective that it 

   Table 1.4    Validators to be used in the DSM-5 process (Kendler et al.  2009 )   

  I. Antecedent validators  

 A.  a Familial aggregation and/or co-aggregation (i.e., family, twin, or adoption studies) 

 B. Sociodemographic and cultural factors 

 C. Environmental risk factors 

 D. Prior psychiatric history 

  II. Concurrent validators  

 A.  Cognitive, emotional, temperament, and personality correlates (unrelated to the 
diagnostic criteria) 

 B. Biological markers, e.g., molecular genetics, neural substrates 

 C.  Patterns of comorbidity [note – while categories A and B would most typically be 
assessed after illness onset, they also could be assessed prior to illness onset as 
premorbid characteristics] 

  III. Predictive validators  

 A.  a Diagnostic stability 

 B.  a Course of illness 

 C.  a Response to treatment 

   a Highest priority and greatest emphasis in decisions about the overall validity of diagnosis  
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is a situation that can affect a majority of mental disorders. In practice this view also 
facilitates assessment of suicide risk remaining fi xed within the evaluation of men-
tal status. This helps complete future evaluations for suicide risk, as it is now known 
that previous suicidal behavior is the best predictor for suicide risk. In the actual 
classifi cation of illnesses, suicidal behavior is only included as a symptom of 
depressive disorders and borderline personality disorder, as discussed earlier. It is 
absent among the recognized symptoms that may accompany other conditions with 
known risk of suicide, such as schizophrenia or alcohol and other substance abuse. 
What’s more, in cases where risk of suicidal behavior is identifi ed, this does not 
affect the diagnosis or emphasize the potential risk.  

1.4     Consideration of the Suicidal Spectrum 
for Its Classification 

 Studies on the characteristics of suicidal populations (number of attempts, methods 
of completed suicide) observe that there is little specifi city of the risk factors, 
owing in part to the heterogeneity of these populations (Innamorati et al.  2008 ). 
According to some authors, suicidal behavior should be defi ned for two different 
populations, differentiated by the intent to die, with some overlapping risk factors 
shared between them (Linehan  1986 ; Beautrais  2001 ). The questions then should 
be, “What is the relationship between these two populations?” “Are they two 
groups on a continuum depending on the severity of the behavior?” “Should they 
be best categorized as two distinct but related populations?” Some data exists to 
support each idea. 

 Following the fi rst idea, a continuum from suicidal ideation to completed sui-
cide, the severity of the clinical situation would determine the outcome of suicidal 
behavior. One could determine the position on the suicidal spectrum based on inten-
tionality, though this poses a problem due to the ambivalence many subjects show 
in suicide attempts regarding outcome (Hendin  1963 ). When suicide attempts are 
divided on a three-point scale according to the intentionality of the attempt, one can 
observe a similarity between the group of maximum intentionality and those who 
actually complete suicide, something that is not observed with the group of lowest 
intentionality (Menninger  1972 ; Hendin  1950 ). Alternatively intentionality can be 
analyzed based on the results of the act; a sample of suicide attempts can be divided 
into those who had had a serious suicide attempt (based on the medical conse-
quences) or violent suicide attempt (based on the method employed) versus those 
who had not had a violent or serious attempt. Those with violent or serious attempts 
share characteristics with the population who complete suicide, such as a higher 
percentage of males, a history of prior attempts, a family history of suicidal behav-
ior, and advanced age (Giner et al.  2014 ). 

 In the 1980s Linehan ( 1986 ) distinguished two types of populations with suicidal 
behavior according to the intensity of the intent. There are certain social and demo-
graphic differences between the populations that have attempted suicide and those 
that have completed suicide. Those who complete suicide are more likely to be male 
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and are typically of a more advanced age than those who survive a suicide attempt 
(Tuckman and Youngman  1963 ; Fushimi et al.  2006 ). Clinically, differences can 
also be observed between suicides and suicide attempts (Innamorati et al.  2008 ; 
Gladstone et al.  2001 ; Holmstrand et al.  2006 ; Giner et al.  2013 ), even though they 
may not be apparent in younger patients (Beautrais  2003 ; Brent et al.  1988 ). 
Beautrais ( 2001 ) continued this theory regarding the existence of two distinct but 
overlapping groups within the continuum of suicidal behavior. For her, both popula-
tions shared certain risk factors. This idea is supported by a study conducted with 
two clinical groups and one control group ( n  = 984). The fi rst group consisted of 202 
subjects who completed suicide and the second of 275 subjects who had survived a 
suicide attempt. The data collection was accomplished using the same methodology 
employed in psychological autopsies. 

 The results indicated that attempted suicides of high lethality were similar to 
completed suicides in regard to mood, prior suicide attempts, outpatient psychiatric 
treatment, and psychiatric admission in the previous year. The precipitating events 
were typically classifi ed as problems of an interpersonal, legal, or occupational 
nature. Nonetheless, differences did exist between the two groups. The group that 
completed suicide had a high percentage of men, subjects of advanced age, and a 
higher prevalence of a non-affective psychiatric diagnosis. The suicide attempt 
group showed a larger proportion of diagnosed anxiety disorder and socially iso-
lated individuals. The diagnosis of anxiety disorder was particularly frequent among 
those adolescents with more than one suicide attempt compared to those with only 
one prior attempt (Pagura et al.  2008 ). 

 This differential vision can be criticized in light of the fact that the most signifi -
cant risk factor for completion of suicide is a previous suicide attempt (Mann et al. 
 2005 ; Nordstrom et al.  1995 ; Tejedor et al.  1999 ; Suokas et al.  2001 ; Suominen et al. 
 2004 ; Gibb et al.  2005 ). It is estimated that between 10 and 20 % of those who have 
attempted suicide will complete suicide eventually (Monk  1987 ). The relative risk of 
suicide between those with prior suicide attempt versus the general population is 66 
(CI 95 % 52–82); in the fi rst year it is 0.7 % (CI 95 % 0.6–0.9 %), increasing to 
1.7 %, 2.4 %, and 3.0 % after 5, 10, and 15 years, respectively (Hawton et al.  2003 ). 

 There also exists the possibility of an intermediate approach. As Lester proposed 
(Lester  1987 ) among subjects with prior suicide attempts, there will be a subgroup 
with a tendency toward repeated attempts. This subgroup will be distinct in clinical 
presentation and social relationships from both those who complete suicide and 
those who attempt suicide only once or twice (Rudd et al.  1996 ). This idea is similar 
to the one described by Blasco-Fontecilla ( 2012 ) regarding the theory on the addic-
tion to suicide (Tullis  1998 ).  

    Conclusions 

 The classifi cation of suicidal behavior has been an objective of study since the 
beginning of medicine and psychology. At present, despite an enormous quantity 
of studies from various perspectives, a defi nitive classifi cation explaining  suicidal 
behavior in its various incarnations has still not been achieved. The closest we 
have come would be a descriptive classifi cation that includes intentionality as the 
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crucial factor. More studies are needed in which social, demographic, psycho-
logical, clinical, and biological characteristics of the subjects are compared 
according to presently accepted classifi cations in order to ascertain the validity 
of these classifi cations. Finally, including suicidal behavior as a nosological 
entity or diagnostic axis will promote research into unique characteristics within 
presentations of distinct evolutions and severity.     

  Acknowledgments   The authors wish to acknowledge Samuel Aidan Kelly for his help in editing 
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