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Abstract
The assessment of suicide risk constitutes a prerequisite and foundation for in-
tervention; however, its standardization and accuracy have remained principal
challenges in the field of suicidology. In recent years, a growing body of research
has demonstrated that suicide is not confined to the diagnostic categories of spe-
cific mental disorders, but rather represents a transdiagnostic clinical syndrome.
Consequently, establishing independent diagnostic categories for suicide to en-
hance clinical risk assessment has emerged as a novel research direction. Diag-
nostic proposals such as suicidal behavior disorder, suicidal crisis syndrome, and
acute suicidal affective disorder have achieved progress in empirical research and
clinical application. Nevertheless, existing diagnostic frameworks remain imma-
ture, and their practical implementation entails potential risks. Future endeav-
ors must focus on refinement and validation through connotation delineation,
diagnostic differentiation, and research design.
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Abstract: Suicide risk assessment is fundamental to effective intervention, yet
its standardization and accuracy remain major challenges in suicide research.
Recent studies increasingly demonstrate that suicide is not confined to specific
mental disorder diagnoses but represents a transdiagnostic clinical syndrome.
Consequently, establishing a separate suicide-specific diagnosis has emerged as
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a novel research direction to improve clinical suicide risk assessment. Diagnos-
tic proposals such as suicidal behavior disorder, suicide crisis syndrome, and
acute suicidal affective disturbance have shown progress in empirical research
and clinical application. However, existing diagnostic frameworks remain imma-
ture and carry potential risks in practical implementation. Future work must
refine and validate these models through conceptual clarification, diagnostic
differentiation, and improved research design.
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Suicide is defined as the act of deliberately killing oneself (WHO, 2014). Ac-
cording to global statistics, over 800,000 people die by suicide each year (WHO,
2021). Suicide risk assessment constitutes a critical component of suicide pre-
vention efforts (肖水源, 2001). This process involves identifying factors that may
increase or decrease risk to determine an individual’s suicide risk level (Oquendo
& Bernanke, 2017). Suicide is widely regarded as resulting from the interaction
of multiple factors spanning biological, psychological, social, and environmental
domains (杜睿, 江光荣, 2015), and this complexity poses significant challenges for
assessment. The effectiveness of suicide risk assessment and its associated tools
has long been questioned (Campos et al., 2023; Runeson et al., 2017). Conse-
quently, improving suicide risk assessment has become an urgent priority in the
field.

Currently, suicide risk assessment relies primarily on questionnaire measures
(e.g., Beck Scale for Suicide Ideation, Suicidal Intent Scale, Depression Severity
Scale) and/or interviews (e.g., Columbia-Suicide Severity Rating Scale, Mini In-
ternational Neuropsychiatric Interview, Structured Clinical Interview for DSM)
(Bolton et al., 2015). Given the numerous factors influencing suicide risk, assess-
ment tools continue to proliferate. However, clinical practice lacks consistent
protocols for assessment procedures and instruments, and variability in clin-
icians’ knowledge and skills regarding suicide contributes to divergent risk as-
sessment results that are difficult to compare or share across settings (Andreotti
et al., 2020; Regehr et al., 2022). Furthermore, clinicians are expected to pre-
dict future suicide risk—whether an individual might attempt suicide within
hours, days, or weeks—to enable preventive action (肖水源, 2019). Yet most
existing risk factors represent distal predictors (e.g., mental disorders, history
of suicide attempts) that help identify high-risk populations but provide lim-
ited information about the psychological processes or states preceding suicide,
and thus cannot adequately explain how and why an individual’s suicide risk
emerges (Allsopp et al., 2019). Consequently, these factors have only limited
clinical predictive value (Franklin et al., 2017; Voros et al., 2021).

In this context, researchers have advocated for incorporating suicide-specific
diagnostic categories into mental disorder classification systems to address cur-
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rent challenges in suicide assessment and intervention (Fehling & Selby, 2021;
Obegi, 2021). In 2013, the American Psychiatric Association (APA) introduced
suicidal behavior disorder as the first standalone suicide diagnosis in the DSM-
5 section “Conditions for Further Study.” This proposal aimed to encourage
dedicated suicide research rather than treating suicide merely as a symptom
of other mental disorders, thereby promoting clinical assessment and documen-
tation of suicide risk (American Psychiatric Association, 2013). Subsequently,
researchers have proposed additional diagnostic frameworks, including suicide
crisis syndrome and acute suicidal affective disturbance, which focus on acute
psychopathological features preceding suicide attempts to enhance risk assess-
ment and prediction capabilities (Schuck et al., 2019; Tucker et al., 2016).

These efforts to establish standalone suicide diagnoses represent an innovative
reconceptualization of suicide within existing diagnostic frameworks and may
facilitate a paradigm shift in suicide risk assessment. This development has
attracted considerable attention and discussion among researchers. This article
systematically reviews the background, existing proposals, current controver-
sies, and limitations of suicide-specific diagnoses, and proposes strategies for
improvement to support suicide research and prevention efforts.

Although the etiology of suicide remains unclear, extensive research demon-
strates that mental disorders constitute one of the strongest risk factors for
suicidal behavior (Moitra et al., 2021; Turecki et al., 2019). Psychiatric inpa-
tients and outpatients exhibit significantly higher suicide risk than patients with
other medical conditions and the general population (Ajdacic-Gross et al., 2009;
Mortensen et al., 2000).

Within current diagnostic frameworks, suicide is conceptualized as either a symp-
tom of mental disorders or a potential negative outcome. As shown in Table 1 ,
DSM and ICD diagnostic criteria explicitly incorporate suicide-related thoughts
and behaviors for depressive disorders, bipolar and related disorders, and bor-
derline personality disorder. Numerous other mental disorders have also demon-
strated strong associations with suicide (Xu et al., 2023), yet their diagnostic
criteria do not include suicide-related items. This discrepancy may lead clini-
cians to attend differentially to suicide risk across disorders (Fehling & Selby,
2021). Specifically, Oquendo et al. (2008) noted that in many semi-structured
clinical assessments, clinicians emphasize suicide risk evaluation for patients
with potential mood disorders and personality disorders. In non-mandated set-
tings, when patients deny symptoms of major depressive disorder or border-
line personality disorder, clinicians may not continue to inquire about suicide.
Conversely, Maung et al. (2022) argued that this discrepancy may exaggerate
the relationship between certain mental disorders and suicide. Epidemiological
surveys indicate that suicidal behavior occurs most frequently in mood disor-
ders (including bipolar disorder and major depressive disorder) (Bertolote et
al., 2004). This strong association may result partly from the nature of mood
disorders themselves and partly from the inclusion of suicide in their diagnostic
criteria. When individuals report suicidal ideation, they automatically meet one
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symptom requirement for bipolar or major depressive disorder, increasing their
probability of receiving these diagnoses over others. In summary, establishing a
standalone suicide diagnosis in classification systems could enhance clinicians’
attention to suicide risk across all mental disorders, promote comprehensive
standardized assessment, and facilitate documentation as part of multi-axial
diagnosis.

Table 1 Suicide-related descriptions and corresponding diagnoses in DSM and
ICD

ICD-11 DSM-5
Bipolar and related disorders Bipolar and related disorders
Bipolar I disorder Single episode depressive disorder
Bipolar II disorder Recurrent depressive disorder
Major depressive disorder Borderline personality disorder
Recurrent thoughts of death or suicide Recurrent thoughts of death (not

just fear of death), recurrent
suicidal ideation without a specific
plan, a suicide attempt, or a
specific plan for completing
suicide; Recurrent suicidal
behavior, gestures, threats, or
self-mutilation

Note: Latest versions shown

Research advances in suicidology have provided empirical foundations for
suicide-specific diagnoses. First, regarding prevalence, suicide frequently co-
occurs with mental disorders but not exclusively. Early Western psychological
autopsy studies found that over 90% of individuals who died by suicide had
mental disorders (Cavanagh et al., 2003; Isometsä, 2001). In China, this
proportion is significantly lower, with only 63% of suicide decedents having
had mental disorders (Phillips et al., 2002). CDC survey data from the United
States indicate that 54% of suicide decedents had no mental health problems
(Stone et al., 2018). Although epidemiological findings may be influenced by
insufficient healthcare utilization, inconsistent assessment tools, and cultural
differences (Phillips, 2010), these data suggest that a substantial number of
individuals die by suicide without pre-existing mental disorders, indicating that
suicide may have unique risk factors and developmental mechanisms distinct
from mental disorders.

Second, regarding biological mechanisms, serotonergic system dysregulation is
common in major depressive disorder, alcohol use disorder, and individuals with
suicidal tendencies. Comparative studies reveal distinct pathophysiological char-
acteristics among these conditions (Underwood et al., 2018). Suicide decedents
show higher 5-HT1A receptor binding rates independent of depressive disorders.
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Additionally, inflammation, hypothalamic-pituitary-adrenal axis dysfunction,
lipids, and endocannabinoids show promise as potential biomarkers to differen-
tiate individuals with suicidal tendencies from those with other mental disorders
(Johnston et al., 2022).

Finally, contemporary suicide theoretical models have shifted focus from genetic,
clinical, and demographic factors to dynamic suicide processes and assessment
of acute pre-suicidal states (Bagge et al., 2017, 2023; Bryan et al., 2020; Glenn
& Nock, 2014). Phenomenological studies of suicide risk indicate a typical “pre-
suicidal state” preceding the transition from suicidal ideation to action, often
involving anxiety, panic, agitation, or psychological pain (Osváth, 2023). Sim-
ilarly, Conner et al. (2022) interviewed patients with substance use disorders
within 24 hours of a suicide attempt and found that individuals experience
a range of cognitive (e.g., hopelessness), behavioral (e.g., alcohol use), emo-
tional (e.g., dramatic emotional changes), and social (e.g., social withdrawal)
symptoms in the 24 hours preceding an attempt. Additionally, ecological mo-
mentary assessment applications in suicidology provide more refined, symptom-
based methods for studying dynamic features of suicide (朱佳鑫等, 2024). This
approach uses smartphone apps, phone calls, electronic diaries, and physiolog-
ical sensors for random sampling, capturing patterns of suicidal thoughts and
behaviors in real-world contexts and facilitating investigation of pre-suicidal
state characteristics and acute risk predictors. Findings indicate that negative
affect and sleep disturbances are important predictors of suicidal ideation and
behavior (Sedano-Capdevila et al., 2021).

In summary, the proposal of suicide-specific diagnoses aligns with current clin-
ical needs for suicide risk assessment and prediction, and corresponds with re-
search advances on proximal risk factors and acute risk characteristics, holding
significant theoretical and applied value.

Three existing suicide diagnostic proposals have emerged: suicidal behavior dis-
order, suicide crisis syndrome, and acute suicidal affective disturbance. This sec-
tion introduces these diagnostic frameworks and reviews their research progress
using the Feighner criteria for diagnostic development (Feighner et al., 1972).
The Feighner criteria comprise five components: (1) description of typical symp-
toms or symptom clusters, including prevalence, age of onset, precipitating fac-
tors, and other characteristics; (2) differentiation from other mental disorders
to exclude borderline and suspected cases; (3) laboratory studies identifying
biological markers; (4) follow-up studies establishing similar clinical course or
prognosis; and (5) family studies identifying similar familial characteristics.

3.1 Suicidal Behavior Disorder
Previous research demonstrates that prior suicide attempts increase risk for
suicide death, with approximately 7-13% of attempters eventually dying by
suicide, particularly within 1-2 years of the attempt (Bostwick et al., 2016;
Prabhakar et al., 2021). However, in clinical assessment, suicide attempts are
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often conflated with other self-harm behaviors, compromising accuracy. Given
the importance of suicide attempts, DSM-5 proposed suicidal behavior disorder
(SBD) (American Psychiatric Association, 2013).

In SBD, a suicide attempt is defined as a self-initiated sequence of behaviors
with the expectation that they will result in one’s own death. This definition
clarifies suicidal intent—the behavior must aim to cause death, distinguishing
it from emotion-regulation self-injury. Exclusion criteria specify consciousness
states during the attempt and motivational considerations. Additional specifiers
address method lethality (violent vs. nonviolent), degree of medical lethality
(high vs. low), and attempt dynamics (planned vs. impulsive), with the past
year designated as the current episode period and 12-24 months as early remis-
sion. To meet SBD criteria, an individual must have made at least one suicide
attempt within the past 24 months, not merely experienced suicidal ideation or
preparatory behaviors (see Table 2 ).

SBD prevalence varies substantially across samples. A retrospective chart re-
view of Korean adolescent psychiatric inpatients (n=215) found a prevalence
of 33.5% (Song et al., 2022), while another study of incarcerated non-clinical
adolescents (n=262) reported 7.6% prevalence (Lasisi et al., 2022). Regarding
differential diagnosis, SBD shows high comorbidity with non-suicidal self-injury
disorder. In adolescent samples, non-suicidal self-injury disorder predicts SBD,
with parent-child relationship problems potentially facilitating this progression
(Song et al., 2022). Additionally, SBD is closely associated with borderline
personality disorder. Nearly half of patients meeting SBD criteria (n=92) also
had borderline personality disorder, and these individuals were nine times more
likely to repeat suicide attempts than SBD patients without borderline per-
sonality disorder, exhibiting higher levels of emotional dysregulation, shame,
impulsivity, anxious attachment, and childhood trauma (Ducasse et al., 2020).
Biological marker research on SBD has focused on endocrine indicators, with
studies showing impaired hypothalamic-prolactin axis regulation in depressed
patients with SBD, particularly those with medically serious attempts (Duval
et al., 2023).

SBD holds pioneering significance for suicide diagnosis development by estab-
lishing clear criteria for suicide attempts and increasing the likelihood that indi-
viduals with attempt histories will be identified and treated (Groschwitz et al.,
2015; Oquendo & Baca-Garcia, 2014). However, as a distal risk factor, suicide
attempt history cannot provide early warning for imminent suicidal behavior
(Glenn & Nock, 2014; Rudd, 2006). Therefore, researchers have proposed two
additional diagnostic frameworks incorporating acute symptoms preceding sui-
cide attempts to enable assessment and prediction of proximal suicide risk.

Table 2 Diagnostic Criteria for Suicidal Behavior Disorder

A. The individual has made a suicide attempt within the past 24 months
B. Does not meet criteria for non-suicidal self-injury (i.e., self-injury to the
surface of the body not intended to result in death, performed to relieve negative
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emotional/cognitive states or achieve positive emotional states)
C. This diagnosis does not apply to suicidal ideation or preparatory behaviors
D. The behavior was not performed during delirium or psychosis
E. Not performed purely for political or religious purposes

Note: Less than 12 months since last attempt = current episode; 12-24 months
= early remission

3.2 Suicide Crisis Syndrome
Suicide crisis syndrome (SCS) originated from research on suicide trigger states,
initially comprising three dimensions: overwhelming hopelessness, rumination
flooding, and near-psychotic somatization (Yaseen et al., 2010; Yaseen et al.,
2012). Building on this work and incorporating advances in proximal risk factor
research, Galynker et al. (2017) proposed SCS as an acute pre-suicidal mental
state characterized by affective and cognitive dysregulation and behavioral re-
sponses to real or perceived threats, typically emerging hours or days before
suicide. The DSM-style criteria for SCS consist of five components organized
into Criteria A and B. Entrapment (Criterion A) represents the core symptom—
affective rather than cognitive state (see Table 3 ) (O’Connor & Kirtley, 2018;
Williams, 2001). Criterion B includes four domains: affective disturbance, cog-
nitive decontrol, hyperarousal, and social withdrawal. Affective disturbance
comprises rapid emotional oscillation, severe anxiety, acute anhedonia, and psy-
chological pain. Cognitive decontrol includes rumination, cognitive rigidity,
thought suppression failure, and rumination flooding. Hyperarousal includes
agitation, hypervigilance, irritability, and insomnia. Social withdrawal includes
social isolation and communication avoidance. Symptoms in both Criteria A
and B have demonstrated associations with imminent suicide risk (Yaseen et
al., 2019). SCS diagnosis requires meeting both Criterion A and all four cate-
gories of Criterion B, without requiring explicit suicidal intent.

Clinical feature research has led to development of the self-report Suicide Crisis
Inventory and its revised version (SCI-2) (Bloch-Elkouby et al., 2021; Galynker
et al., 2017). Both one-factor and five-factor models of SCI-2 show good fit
across multiple countries, supporting SCS structural validity (Menon et al.,
2022; Park et al., 2023; Wu et al., 2022). An epidemiological survey (n=5,528)
during the COVID-19 pandemic revealed varying SCS prevalence rates across
countries, ranging from 3.6% (Israel) to 16.2% (Poland), with lower rates among
older, male, and married participants and minimal racial/ethnic differences
(Rogers, McMullen, et al., 2023). Multiple follow-up studies demonstrate SCS
predicts suicide attempts even after controlling for depression, anxiety, and sui-
cidal ideation (Bafna et al., 2022; Bloch-Elkouby et al., 2021; Yaseen et al.,
2019). For example, psychiatric inpatients meeting SCS criteria showed seven
times higher risk of suicide attempts within 4-8 weeks post-discharge and more
frequent suicidal ideation than non-SCS patients (Yaseen et al., 2019). Another
follow-up study found that patients reporting both SCS and suicidal ideation
had significantly higher one-month incidence of suicidal behavior than those
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reporting only ideation or neither (Rogers et al., 2022). Entrapment and cog-
nitive decontrol emerged as the strongest predictors, while social withdrawal
showed weaker predictive power (Bloch-Elkouby et al., 2021). Laboratory re-
search by Calati et al. (2020) proposed hypotheses for SCS biomarkers based
on existing suicide-related markers: entrapment may relate to hypothalamic-
pituitary-adrenal axis dysfunction and corticotropin-releasing hormone/cortisol
dysregulation; affective disturbance may involve altered dopaminergic circuits
in reward/anti-reward systems and endogenous opioid function; cognitive decon-
trol may reflect altered cognitive-neural functions in executive function, atten-
tion, and decision-making; social withdrawal may relate to available oxytocin
levels.

SCS systematically incorporates short-term predictors of suicide, providing a
reference framework for assessment and diagnosis that concisely describes the
acute psychological process preceding suicidal behavior. Its key advantage lies
in assessing suicide risk without relying on patients’ self-reported suicidal intent,
potentially improving accuracy when patients deny or conceal suicidal ideation
during mental status examinations.

Table 3 Diagnostic Criteria for Suicide Crisis Syndrome

A. Entrapment (an urgent desire to escape from a situation perceived as
intolerable and inescapable)

B. Associated Features (must include at least one item from each category)

a. Affective Disturbance (at least one of the following): - Rapid emotional oscil-
lation (rapid escalation of negative emotions or intense emotional fluctuations
within short timeframes) - Severe anxiety (extreme worry, agitation, and catas-
trophic expectations, possibly with dissociation or sensory disturbances) - Acute
anhedonia (new or worsened inability to experience or anticipate interest or plea-
sure) - Psychological pain (intense unpleasant negative emotions characterized
by anguish, fragmentation, and woundedness)

b. Cognitive Decontrol (at least one of the following): - Rumination (intense
or persistent thinking about one’s distress and its causes) - Cognitive rigidity
(inability to deviate from repetitive negative thought patterns, dismissing any
solutions other than suicide) - Thought suppression failure (repeated unsuccess-
ful attempts to suppress negative or disturbing thoughts) - Rumination flood-
ing (more intense form of rumination involving overwhelming flood of negative
thoughts with head pressure or pain)

c. Hyperarousal (at least one of the following): - Agitation (feeling restless or
tense) - Hypervigilance (increased perception of and sensitivity to potential
danger) - Irritability (excessive emotional reactions to ordinary or minor stim-
uli such as annoyance, impatience, anger) - Insomnia (difficulty falling and/or
staying asleep)

d. Social Withdrawal (at least one of the following): - Social isolation (withdraw-
ing or narrowing social activities) - Communication avoidance (avoiding contact
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with close others)

3.3 Acute Suicidal Affective Disturbance
Based on clinical experience, the ideation-to-action framework, and empirical
risk factor research, Joiner et al. (2016) proposed acute suicidal affective dis-
turbance (ASAD) to describe and evaluate acute suicide risk. ASAD is concep-
tualized as a time-limited acute suicidal state independent of major depressive
disorder, bipolar disorder, or substance use (Tucker et al., 2016). ASAD diag-
nostic criteria comprise four components (see Table 4 ). Criterion A specifies
the characteristic of rapidly intensifying suicidal intent within hours or days,
operationalized as the strength of desire to cause death through self-injurious
behavior. Criterion B involves negative cognitions or behaviors toward oth-
ers and/or self. Criterion C reflects hopelessness about the possibility of im-
provement in Criteria A and B. Criterion D emphasizes multiple hyperarousal
symptoms including agitation, irritability, insomnia, and nightmares. ASAD
diagnosis requires meeting all Criteria A-D.

Clinical research has developed the unidimensional Acute Suicidal Affective Dis-
turbance Inventory (ASADI) (Tucker et al., 2016). ASADI total scores predict
suicide attempt history and effectively differentiate multiple attempters, sin-
gle attempters, and non-attempters, as well as attempters, ideators, and non-
ideators. Additionally, ASAD mediates relationships between distal risk factors
and suicide. Depressive and social anxiety symptoms relate to suicide risk in-
directly through ASAD (Buckner et al., 2020), and negative cognitive styles
(including brooding, reflection, and anxiety sensitivity cognitive concerns) and
suicide rumination relate to lifetime suicide attempts indirectly through ASAD
(Rogers, Tucker, et al., 2019; Rogers & Joiner, 2018). These findings support
ASAD’s validity as a proximal risk factor structure. Studies examining relation-
ships with other mental disorders support ASAD as a distinct suicide syndrome
(Oh et al., 2022; Rogers, Chiurliza, et al., 2017). For example, network analysis
revealed that ASAD symptom clusters differ from anxiety and depression clus-
ters and show strong internal connectivity (Rogers, Hom, et al., 2019). ASAD
and borderline personality disorder represent distinct yet highly correlated struc-
tures with overlapping symptoms (Jeon et al., 2022).

Table 4 Diagnostic Criteria for Acute Suicidal Affective Disturbance

A. Rapid increase in suicidal intent within hours or days (rather than weeks or
months)
B. Marked social disconnection (e.g., social withdrawal, aversion to others, per-
ceiving oneself as a burden) and/or self-disconnection (e.g., self-aversion, per-
ceiving one’s psychological pain as a burden)
C. Perception that the conditions in A and B are hopeless and unchangeable
D. Two or more hyperarousal symptoms (e.g., agitation, irritability, insomnia,
nightmares)

Note: Symptoms occurring within the past week meet criteria for current episode
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ASAD provides an alternative perspective for understanding acute suicidal
states and offers a potential framework for suicide diagnosis. Through its four
criteria, ASAD effectively captures rapid changes in suicidal intent, negative
cognitive and emotional responses, and physical hyperarousal symptoms
(Rogers & Joiner, 2018), helping clinicians identify and evaluate suicide risk
levels and providing more targeted intervention guidance.

3.4 Summary
SBD, SCS, and ASAD all aim to facilitate suicide risk assessment and prediction,
yet they differ in important ways. SBD represents a lifetime risk diagnosis
designed to identify suicide attempts occurring within the past two years. SCS
and ASAD represent near-term risk diagnoses intended to predict imminent
suicidal behavior. The primary distinction between SCS and ASAD concerns
the requirement for explicit suicidal intent. ASAD’s core feature involves rapid
intensification of suicidal intent, requiring explicit suicidal ideation, whereas
SCS’s core feature is entrapment and does not require explicit intent (Rogers,
Galynker, et al., 2017). Network analysis has validated the relationship between
ASAD and SCS, revealing a sparse network structure where each is largely
independent of the other, with agitation, insomnia, and irritability potentially
serving as bridging symptoms (Rogers, Jeon, et al., 2023).

These three proposals provide reference templates for suicide diagnosis develop-
ment, yet each has limitations. First, clinical feature descriptions lack clarity,
and relationships among symptoms remain ambiguous. SBD essentially defines
suicide attempts without describing phenomenological features, limiting clinical
utility (Oliogu & Ruocco, 2024). SCS contains highly similar concepts lacking
clear differentiation. For example, rumination and rumination flooding differ
only in somatic symptoms, with flooding involving head discomfort, making
it appear more like a severe rumination subtype rather than an independent
component—a distinction lacking empirical support. Second, symptom com-
binations create heterogeneity. Both ASAD and SCS diagnostic criteria rely
on multiple symptom combinations, resulting in substantial variation among
patients meeting criteria. For instance, Patient A might present with entrap-
ment, severe anxiety, rumination, and communication avoidance, while Patient
B shows entrapment, psychological pain, cognitive rigidity, and communication
avoidance. This heterogeneity increases clinical diagnostic and treatment com-
plexity, yet current frameworks provide no guidance for managing patients with
different symptom profiles. Finally, relationships between suicide symptoms
and other mental disorder symptoms remain unclear. Although preliminary ev-
idence suggests suicide diagnoses are distinct from other mental disorders, they
share similar symptom presentations (e.g., hyperarousal in manic episodes, dis-
sociation in panic attacks, social withdrawal in personality disorders) (Rogers
& Joiner, 2018). Whether these similar symptoms differ in frequency, duration,
or underlying mechanisms requires clarification to further delineate diagnostic
boundaries.
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4.1 Prediction False Negatives
Due to suicide’s rarity in the general population and numerous impulsive at-
tempts (Ryan & Oquendo, 2020; Simon et al., 2002), many suicide prediction
indicators and models demonstrate suboptimal performance (Large et al., 2022).
As a single-symptom model, suicide-specific diagnosis cannot comprehensively
consider all individual suicide risk factors, potentially producing false negative
results (Berman & Silverman, 2023). Unstable predictive validity may affect
clinicians’ risk decisions or documentation of lethal outcomes, increasing cau-
tion and uncertainty in assessment and intervention, and potentially creating
legal liability (Wortzel et al., 2018).

Proponents argue that false negatives have always plagued suicide prediction,
particularly when individuals actively conceal or deny suicidal intent, and that
suicide diagnosis-based assessment may improve this situation (Obegi, 2021).
For example, SCS diagnosis does not require explicit collection of suicide history,
resulting in low face validity that patients may more readily accept. Further-
more, suicide diagnoses can enhance understanding of complex psychological dy-
namics related to suicide, providing more detailed information about associated
psychological or behavioral symptoms—crucial for improving precise prediction
and enabling timely prevention and intervention.

4.2 Stigma and Labeling
The primary controversy and potential risk of suicide diagnosis in practice con-
cerns possible exacerbation of public stigma and labeling of suicidal individuals.
Before dedicated suicide diagnoses existed, suicidal individuals might have been
viewed as having other mental disorders. With a specific suicide diagnosis,
those meeting criteria would be labeled as “suicide patients” (Wortzel et al.,
2018). Research indicates that individuals labeled as suicidal face social rejec-
tion, discrimination, and negative bias, inducing loneliness, helplessness, and
psychological distress, while also affecting treatment acceptance and effective-
ness (Carpiniello & Pinna, 2017).

An alternative perspective suggests that mental disorder stigma primarily stems
from misinformation, fear, and uncertainty (Klin & Lemish, 2008). Suicide diag-
nosis would not exacerbate but rather alleviate stigma (Cohen et al., 2023). By
positioning suicide as a phenomenon with clear psychological and behavioral
symptoms rather than an anomaly within mental disorders, suicide diagnosis
could help suicidal individuals understand and accept their experiences while
promoting public scientific understanding of suicide, reducing fear and misinfor-
mation. Clear, treatable suicide diagnoses may also increase patients’ willing-
ness to disclose suicidal thoughts to clinicians and enhance motivation to seek
professional help (Cohen et al., 2023).
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4.3 Oversimplification
Incorporating suicide as a separate diagnosis in mental disorder classification sys-
tems may imply a directional view that suicide is merely a disease. As noted,
suicide results from multiple factors closely linked to political, social, cultural,
and economic contexts (Stack, 2021), with varying understandings and attitudes
across countries and regions. Viewing suicide as a mental disorder may cause
neglect of its complexity within specific cultural and social contexts, oversimpli-
fying understanding and leading to over-medicalization of suicidal individuals
(Berman & Silverman, 2023).

Proponents argue that establishing a standalone diagnosis actually emphasizes
suicide’s complexity and uniqueness, directing researcher attention to suicide
phenomena and promoting public understanding (American Psychiatric Associ-
ation, 2013). Moreover, a suicide diagnosis does not preclude consideration of
other contributing factors. Rather, it complements current diagnostic systems
by systematically integrating multiple suicide-related factors and symptom pre-
sentations, helping clinicians implement more targeted interventions.

Future Directions
Suicide diagnoses help clinicians assess and intervene in suicide risk by identify-
ing clinical features and precipitating factors of suicide crises, thereby prevent-
ing suicidal events. However, existing proposals remain immature, and future
research must address four critical areas to establish validity, reliability, and
clinical utility.

First, refine diagnostic criteria. Suicidal behavior exists along a continu-
ous spectrum, with various behaviors and subtypes contributing differentially
to risk (杨丽, 侯祥庆, 刘海玲, 2021). SBD should consider incorporating sub-
types of suicide attempts and other categories of suicidal behavior, such as
pre-suicide attempts and/or suicidal ideation, to better align with a syndrome
model. ASAD and SCS were developed based on empirical research on proxi-
mal risk factors. As additional factors demonstrate associations with imminent
risk—such as significant weight loss, clinicians’ emotional reactions to patients,
and recent psychiatric hospital discharge (Chu et al., 2015; Olfson et al., 2016;
Yaseen et al., 2017)—ASAD and SCS must incorporate new evidence to develop
maximally predictive diagnostic criteria for proximal suicide risk.

Second, clarify relationships with existing mental disorders. Future
research must more deeply examine mechanisms underlying differences and sim-
ilarities between suicide symptoms and other mental disorder symptoms to clar-
ify their psychopathological relationships. Interdisciplinary research integrating
neuroscience and physiology is particularly urgent. Neuroimaging and electro-
physiological technologies can elucidate suicide’s genetic and neural represen-
tations, identify unique genetic markers or neural mechanisms, provide clearer
biological evidence, and establish more explicit differential diagnostic criteria.
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Third, conduct longitudinal follow-up studies with diverse samples.
Existing research relies on homogeneous samples and primarily cross-sectional
designs. SBD, SCS, and ASAD studies have focused mainly on adult psychi-
atric inpatients and outpatients, making symptom presentation and stability
inevitably influenced by comorbid disorders or pharmacological treatment. For
example, one study found poor structural stability of ASAD in an eating disor-
der sample (Velkoff et al., 2023). Future research should expand samples and
emphasize non-clinical populations (e.g., adolescents, older adults) to compre-
hensively understand applicability and effectiveness across age groups, cultural
backgrounds, and social contexts. Additionally, cross-sectional designs cannot il-
luminate onset and developmental mechanisms, particularly for SCS and ASAD
designed to predict acute risk. Although SCS has made progress in follow-up re-
search, prediction variables have been limited to suicidal ideation and attempts
(Berman & Silverman, 2023). Future studies should incorporate additional sui-
cide types to strengthen evidence for predictive validity.

Fourth, develop comprehensive assessment tools. SBD lacks correspond-
ing measures, preventing severity standardization. ASAD has only self-report
instruments, with research focusing on lifetime version (ASADI-L) validation
while current version (ASADI-C) psychometric properties require examination.
SCS has both self-report and clinician-rated tools, but the self-report version
does not cover all diagnostic criteria, lacking items for communication avoidance.
Development of mature assessment tools and establishment of cutoff values will
facilitate diagnostic validation and implementation.

Conclusion
The proposal of suicide-specific diagnoses reflects developments in suicide re-
search over the past decade and represents an important attempt to advance
suicide assessment and prediction toward greater scientific precision. Suicide
diagnoses can serve as reference frameworks for clinical suicide risk assessment
and as foundations for transdiagnostic suicide algorithms, expanding suicide re-
search beyond single diagnoses or populations and promoting interdisciplinary
investigation. However, we must recognize that the challenges facing suicide
risk assessment and prediction will not be fully resolved by adding a separate
diagnosis, and existing proposals remain distant from clinical implementation.
Sustained research and practice are needed to validate and refine suicide diag-
noses, enhance predictive efficacy and applicability, and provide more reliable
and effective support for clinical suicide prevention work.
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