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Background

It has been a decade since Suicidal Behavior Disorder (SBD) was introduced in Section III of the DSM-5 under “Conditions for Further Study”. SBD is chiefly characterized by a self-initiated sequence of behaviors believed at the time of initiation to cause one’s own death and occurring in the last 24 months.





Aims

To systematically review empirical studies on SBD to identify primary research themes and promising future research directions.





Method

A search of empirical articles on SBD published between May 2013 and March 2023 was conducted according to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines.





Results

Screening of 73 records by two independent raters yielded 14 eligible articles. The primary research themes identified from these articles included clinical utility of SBD to predict future suicide risk, association of SBD with closely related disorders, psychometric properties of SBD measures, pathophysiology of SBD, and the effectiveness of interventions for people with SBD.





Conclusion

Understanding of SBD has slowly progressed since its introduction a decade ago and has mainly been applied in research to define study groups displaying suicidal behavior. The clinical utility of SBD for predicting future suicide risk is low and more research is needed to understand measurement of the diagnosis and its distinctiveness from related disorders and other self-harming behaviors.
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Introduction

Suicide is a major public health concern (1). Over 700,000 people die due to suicide each year, not accounting for the number of suicide attempts that likely occur but go unreported (2). Over the years, research in the field of suicidology has identified several risk factors for suicidal behavior, including previous suicide attempts, psychiatric disorders, hopelessness, impulsivity, aggression, and childhood trauma (3). Despite this, predicting future suicidal behavior and treatment following a suicide attempt continues to be a significant challenge for individuals, families, mental health professionals, and researchers (3) due to the complex and ever-changing mechanisms of underlying suicidal behavior.

An ongoing conversation among researchers and mental health practitioners is whether suicidal behavior should be formulated as a distinct diagnosis in official psychiatric diagnostic nosologies. It is often discussed as a symptom in the context of another psychiatric disorder, such as major depressive disorder (MDD) or borderline personality disorder (BPD; 4). However, growing evidence highlights the potential for the introduction of a specific disorder of suicidal behavior because of the unique pathophysiology associated with suicide attempt and the clinical utility of such a diagnosis for predicting future suicide attempt (1, 4, 5). The American Psychiatric Association (6) proposed Suicidal Behavior Disorder (SBD), an attempt in the Diagnostic and Statistical Manual of Mental Disorders (DSM) to capture suicidality as a diagnosis rather than a clinical feature requiring attention.

The proposed criteria were put forth in Section III of the Fifth Edition of the DSM (DSM-5), under “Conditions for Further Study” (6, p.783). Diagnoses in this section are not yet intended for clinical use but instead are presented to encourage future research with common language and parameters (6). The hope is that following the accumulation of research supporting the incremental validity and clinical utility of these proposed conditions, they can be placed with the other official and clinically recognized mental disorders in Section II of the DSM in future editions.

According to the APA (6), SBD is characterized by a suicide attempt within the last 24 months (Criterion A). A suicide attempt is defined as “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” (6, p. 801). The act cannot meet the criteria for non-suicidal self-injury, that is, self-injury with the intention to relieve negative feelings or cognitive state in order to achieve a positive mood state (Criterion B) and cannot be applied to suicidal ideation or preparatory acts (Criterion C). If the attempt occurred during a state of delirium or confusion or solely for political or religious objectives, then SBD is ruled out (Criteria D & E). SBD, current, is given when the suicide attempt occurred within the last 12 months, and SBD, in early remission, when it has been 12-24 months since the last attempt.

March 2022 marked the APA’s latest release, the DSM-5-Text Revision (DSM-5-TR), wherein SBD did not develop as expected or hoped for (nor any separate diagnosis for suicidal behavior) by some researchers and practitioners (1, 7). Indeed, arguments to include SBD in the DSM-5 centered on evidence to support its reliability and validity, and the potential to improve approaches to identification of suicidal behavior through greater integration with clinical practice (4, 8). The identification of suicidal behavior in mental health care service settings is not without its potential drawbacks, however, especially given the stigma attached to the behavior (9, 10). Furthermore, criticisms of the SBD diagnosis, specifically, include the clinical utility and specificity of the 24-month timeframe during which a suicide attempt has occurred (Criterion A), and the boundary between non-suicidal self-injury and suicide attempt (Criterion B; 11).

Ultimately, SBD was removed as a condition for further study in Section III and instead placed under “Other Conditions That May Be a Focus of Clinical Attention” in Section II. The conditions in this section are meant to draw clinician attention to the presence and breadth of additional issues routinely encountered in clinical practice and provide a procedure for their systematic documentation (12). Diagnostic codes are provided for current suicidal behavior, initial and subsequent encounters, and lifetime history. Specifiers for non-suicidal self-injury, current or history, are also provided. These changes appear to be in line with the International Classification of Diseases—11th Revision, which includes “Aspects of intentional self-harm events”, for example, under so-called “Extension Codes” and within the “Dimensions of External Cause” classification scheme.

According to the APA (13), the rationale for the exclusion of SBD from the DSM-5-TR was based on concerns that the proposed disorder did not meet the criteria for a mental disorder but instead constituted a behavior with diverse causes. The proposed diagnosis was also criticized for having limited clinical utility because it did not provide information on the current risk for suicide; it only described recent suicide history. Another influence on the exclusion of SBD was the view that a diagnostic label based on a single past event could lead to increased stigma and discrimination towards people with a history of suicidal behavior (13). The DSM steering committee also believed that the deletion of SBD would not hinder further research activity related to suicidality. The APA (12) suggested that a diagnostic code for the presence of suicidal behavior would help improve documentation of these behaviors when occurring with other disorders and mitigate the risk of future suicide attempts or death. This is in addition to encouraging research targeting the treatment of suicidal behavior specifically rather than as a symptom of an associated condition. Whereas questions about the validity and clinical utility of the diagnosis primarily concerned future suicide risk and the potential for stigma and discrimination, a comprehensive review of empirical studies addressing these and other characteristics of SBD is not yet available.

This systematic review aims to summarize the research on SBD conducted over the last decade, since the publication of the DSM-5 in 2013. It could be argued that many studies of recent suicidal behavior might qualify for such a review; however, the intention of the present systematic review is to draw specific attention to SBD as conceptualized in the DSM-5, in part to develop an understanding of the extent to which the introduction of the diagnosis has stimulated research in the last 10 years. Furthermore, as the diagnosis was removed from the DSM-5-TR, a contemporary synthesis of empirical studies that identifies primary research themes and outlines the scope of such work may be informative and highlight potential research areas warranting possible further scrutiny (e.g., to modify or refine the diagnosis to improve its clinical utility and validity).





Method




Inclusion and exclusion criteria

Studies were eligible for inclusion in the narrative review if they were original empirical reports and reported on the SBD diagnosis as a major focus of the study. To capture as many relevant studies as possible, the range of eligible topics and outcomes was intentionally broad. Given the APA’s description of the rationale for excluding SBD from DSM-5-TR, research was nevertheless expected to be identified in the areas of clinical utility (e.g., predicting future suicidal behavior), stigma and discrimination, pathophysiology, and psychometric properties of SBD measures.





Search strategy

A literature search for empirical articles was conducted on March 13, 2023, through PubMed and PsycINFO. A combination of the following key terms was used: “Suicidal behavior disorder”, “suicidal behavior disorder”, and “DSM.” The search included studies published between May 2013 and March 2023.





Study selection

Two authors (EO, AR) independently screened selected materials using the Covidence systematic review management software. Articles were screened and reported according to the methods outlined by the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA). Articles were first assessed by title and abstract according to the eligibility criteria, and promising articles then underwent full-text review. Screening results discrepancies between authors were discussed until a consensus was reached (Figure 1).




Figure 1 | Screening of articles according to PRISMA guidelines.







Data collection and analysis

The study aim, population characteristics, and key findings were recorded for each article and grouped by primary theme. As anticipated, given the diversity of the aims and methods of the studies identified, they were not suitable for a quantitative synthesis (e.g., meta-analysis). Accordingly, a qualitative review of the findings was carried out and organized according to the common themes that emerged from the studies.






Results

The search returned 73 records (13 duplicates were subsequently removed), of which 14 were deemed eligible for inclusion in the systematic review, including one article that was discussed further due to a discrepancy between the rating authors and was excluded. Articles judged to be irrelevant for the systematic review through the screening and rating process included review articles/commentaries and empirical reports for which SBD was not stated as the primary focus of the study. Scrutiny of the topics of the articles suggested that they fell within five general areas: (a) clinical utility; (b) validity based on boundaries with related conditions; (c) psychometric properties of SBD measures; (d) pathophysiology of SBD; and (e) interventions for people with SBD. Accordingly, the reporting of the results of these studies is organized around these topics.




Clinical utility

Clinical utility is defined as the extent to which a diagnosis assists clinical decision-making by fulfilling the various clinical functions of a psychiatric classification system (14). Two studies investigated SBD as a predictor of future suicide risk, addressing one aspect of clinical utility, communicating clinical information to practitioners (14). Lasisi and colleagues (15), in their study on the prevalence and correlates of suicide risk in incarcerated youth, found that of 262 incarcerated youth in northern Nigeria, SBD had a prevalence rate of 7.6% and was not significantly associated with suicide risk. The absence of current depression, previous incarceration, increasing age, and family circumstances were more predictive of suicide risk.

In an earlier study, Lübbert and colleagues (3) found that their sample of 212 people with current SBD represented a very heterogeneous group, with those at risk of future suicidal behavior demonstrating severity on key clinical features not captured by the SBD diagnosis (i.e., psychopathology, suicidal ideation, hopelessness, genetic and environmental risk factors, and specific personality trait). These studies, in addition to relatively few studies investigating the clinical utility of SBD, raise the question of what, if any, additional information is provided to practitioners by an SBD diagnosis. The authors of both articles named the cross-sectional design as a limitation of their studies, limiting the temporal conclusions that can be drawn.





Diagnostic boundaries

NSSID is another proposed diagnosis under “Conditions for Further Study” in DSM-5 and, unlike SBD, was retained in the DSM-5-TR. NSSID is characterized by intentional self-inflicted damage to the body’s surface that is likely to induce bleeding, bruising or pain occurring on five or more days over the last year. The intention of these behaviors is not to die but to induce relief, achieve a positive state, resolve interpersonal difficulty, or a combination of these (7).

SBD has been studied in relation to NSSID and BPD because of the prevalence of suicidal behavior in both disorders. Groschwitz and colleagues (16) investigated the association between NSSID and SBD in 111 adolescent psychiatric inpatients and found that the two tend to co-occur, with NSSID acting as a strong risk factor for the occurrence of SBD. Similar results were found by Szewczuk-Bogusławska and colleagues (17). There was high co-occurrence of SBD and NSSID in their sample of 196 adolescent girls with conduct disorder, and a diagnosis of NSSID, with a minimum of eight days of self-injury engagement within the last 12 months, significantly predicted the risk of SBD.

SBD has also been studied with BPD. Ducasse and colleagues (5) compared the psychological and clinical traits of suicidal vulnerability in 92 SBD patients, both with and without BPD. They found that scores in clinical and psychological traits of suicidal vulnerability increased along a dimension from healthy controls to SBD patients occupying the intermediate position, and comorbid SBD and BPD were associated with particularly high scores of suicidal vulnerabilities. The authors suggest that BPD could act as a specifier for SBD diagnoses.

Consistent with this, Levine et al. (18), in a similar investigation on BPD and NSSID, also found that although the number of serious suicide attempts was primarily associated with BPD, there were some incidents of suicide attempts reported by individuals who met no diagnostic criteria for BPD. This again suggests the presence of an intermediate group with clinically relevant suicidal attempts, as described by SBD, but who do not otherwise meet the criteria for BPD. SBD captures this group that may be missed or may warrant targeted treatment.





Psychometric properties of SBD measures

The Self-Injurious Thoughts and Behaviors Interview (SITBI) is a structured clinical interview that assesses the presence, frequency, and characteristics of a wide range of self-injurious thoughts and behaviors (19). Fischer and colleagues (20) assessed the psychometric quality and properties of the German translation of the SITBI (SITBI-G) in 111 adolescent inpatients. They employed Cohens Kappa to evaluate test-retest and interrater reliability of the SITBI-G for assessing SBD. They found that the SITBI-G showed moderate to good test-retest reliability when assessing for SBD (k =.64) and current SBD (k =.52). Additionally, it exhibited excellent interrater reliability for SBD (k=1.00) and current SBD (k=1.00).

Lee et al. (21) found similar results when developing and providing initial psychometric validation for the Korean version (SITBI-K) to assess SBD in 108 undergraduate subclinical research participants. Both author groups concluded that a diagnosis of SBD can be established using their language version of the SITBI. The limitation of both studies is the lack of information on the translation procedures utilized to ensure comparability to the English version. Additionally, the long-form version of the SITBI does not directly assess for functional impairment, a criterion for an SBD diagnosis. This was pointed out by Fischer et al. (20) but not Lee et al., which would limit both studies’ results and interpretation.





Pathophysiology

The pathophysiology of suicidal behavior is complex and involves interactions among multiple biological systems (for a review, see 22). Research on the pathophysiology of SBD, more specifically, has until now exclusively centered on endocrinological markers, and these findings appear to be reported by the same or overlapping research groups. In the first of three articles on related topics, Duval et al. (23) investigated thyrotropin (thyroid-stimulating hormone; TSH) and prolactin (PRL) responses to protirelin (thyrotropin-releasing hormone; TRH) stimulation tests in depressed inpatients with either current SBD (last suicide attempt within the last one year) or SBD in early remission (last suicide attempt in the last 1-2 years), as well as non-psychiatric controls. Participants with SBD in early remission did not differ from controls across TSH and PRL measurements. However, compared to controls and SBD participants in early remission, the current SBD group showed lower changes (following TRH injection) in TSH at the first measurement time (2300 h) and lower differences in changes in TSH response between the two measurement times (2300 h and 0800 h). Among participants with current SBD, the latter values were also significantly negatively correlated with lethality ratings of the most recent suicide attempt. Additionally, free thyroxine levels were lower in current SBD compared to controls. Some of the findings were accentuated in a subgroup of participants with current SBD who were classified as violent suicide attempters. The findings were interpreted to support the theory that individuals with current SBD show an inadequate homeostatic mechanism implicating the TRH response to lowered serotonin activity.

In a separate report, Duval et al. (24) investigated multiple hormonal responses to apomorphine (APO), which is a dopamine receptor agonist, and protirelin (TRH), in depressed inpatients with current or in early remission SBD, and non-psychiatric controls. Similar to the pattern of findings in Duval et al. (23), participants with SBD in early remission did not differ from controls in their responses to APO and TRH tests, although there were various indicators of adrenocorticotropic hormone and APO-induced growth hormone dysregulation. Duval et al. (25) grouped participants in the same manner and studied their prolactin responses to APO and protirelin at different time points. Baseline prolactin measurements did not differ across the three groups, and comparable to the results of prior studies, SBD participants in early remission showed no differences from controls across the various measurements. However, participants with current SBD displayed lower prolactin suppression values than controls, and smaller differences in prolactin change values between the two testing times (2300 h and 0800 h); the co-occurrence of these observations was higher in patients whose most recent suicide attempt was violent and highly lethal. Taken together, the results suggest a dysregulation of the hypothalamic-prolactin axis in depressed patients with current SBD.





Interventions

The efficacy of established interventions to treat SBD specifically has been investigated and seen promising results. Ducasse and colleagues (26) conducted a pilot study investigating the usefulness of an add-on Acceptance and Commitment Therapy (ACT) group program to decrease suicidal ideation in 35 patients with current SBD. They found that an adjunctive ACT group program decreased suicidal ideation through increasing acceptance skills and meaning of existence and reducing the impact of modifiable suicidal risk factors (i.e., hopelessness, psychological pain, quality of life) in patients with current SBD. In a randomized controlled trial (RCT) conducted a few years later in 40 adults with current SBD, the authors found that the rate of change in ACT for suicidal ideation was higher than in the relaxation group (27). Both author groups concluded that ACT might be an effective intervention for patients with SBD. Another aspect of clinical utility discussed by First and colleagues (14) is improving clinical outcomes; a diagnosis should assist in choosing effective interventions that achieve this. The focus on suicidal ideation in these studies limits its interpretation and effectiveness for people with SBD because suicidal ideation is not a defining feature in the diagnosis and represents somewhat of an exclusion criterion.

Henrion and colleagues (28) took a different approach by investigating the effectiveness of a psychoeducational program for managing patients with current SBD. They found that when compared to a relaxation group, although both groups benefited from their respective groups, the psychoeducation program had more profound implications for daily functioning through specific processes of targeting suicidal risk (e.g., developing an internal locus of control and acquiring scientific knowledge on suicidal behavior) and reducing stigma, the psychoeducation program may represent a promising intervention for suicide prevention. The generalizability of these results is limited due to a small sample size (n = 18).






Discussion

The present systematic review comprehensively summarized original empirical studies of SBD as defined in the DSM-5, Section III. While the number of studies identified in the review was relatively low, the scope of the work represented a range of primary themes, including clinical utility (e.g., suicide risk), diagnostic validity compared to related diagnoses, psychometric characteristics of SBD measures, pathophysiology, and psychological interventions. The majority of research on SBD located by the search was conducted outside of North America. Only one study (18) was conducted in the United States. The remaining studies on SBD were conducted in several countries, including Nigeria, Germany, Switzerland, Poland, Korea, and France. The research was conducted with similar frequency in adolescents and adults. All but two studies were conducted with inpatients, presumably representing more extreme cases of SBD requiring hospitalization.

Consistent with the rationale for change provided by the DSM-5-TR steering committee, the clinical utility of SBD may be judged as low, as the features most predictive of suicide risk, such as cognition and psychopathology (29, 30), are not fully captured in SBD. Additionally, many studies used the diagnosis to demarcate a timeframe (i.e., less than one year since the last suicide attempt) rather than clinical characteristics related to the suicide attempt that may be informative for intervention and possibly safety planning (e.g., medical lethality of the last suicide attempt). Relatedly, emerging research indicates that current (past year) SBD among depressed inpatients (especially those with a recent violent and high-lethality attempt) may be linked to a specific profile of endocrinological markers compared to those with SBD in early remission. These findings suggest that the timing of the most recent suicide attempt and associated clinical characteristics may differentiate subtypes of SBD, at least at a pathophysiological level. Second, NSSID was found to be a strong predictor of SBD and will likely continue to be studied in relation to suicidal behavior in the absence of SBD. Although SBD is suggested to provide a diagnosis for subthreshold clinically significant presentation, as seen in work related to BPD, more research is needed to support this and a potential reformulation of the diagnosis to suit this specific function. It is also possible that the new diagnostic codes for suicidal behavior and non-suicidal self-injury may capture this intermediate group.

At first glance, the psychometric properties of the translated versions of the SITBI for assessing SBD seem promising, but when considering that full SBD criteria are not covered in the measure, their results should be cautiously interpreted and generalized. Finally, ACT and a psychoeducational program were administered in a group of individuals with SBD in RCTs, and both were shown to be more effective than relaxation controls. Conclusions that can be drawn from the existing literature on SBD in several respects are limited and likely contributed to its removal from the DSM-5-TR.




Future directions

While there is no clear future direction for SBD as a diagnosis, many researchers in the field argue for the adoption of a diagnostic entity for suicidal behavior for reasons related to clinical utility and the implications of conceptualizing suicidality as a symptom rather than a disorder (1, 4). The present review identified a relatively small number of studies on SBD, possibly because the diagnostic formulation of SBD in the DSM-5 did not stimulate sufficient interest in studying the disorder (11, 31). Nevertheless, the emerging research on SBD highlights topics that may be worthy of future study. For example, SBD could serve as an anchoring diagnosis for studies aimed at reducing suicide risk and related symptoms and functional impairment.






Author contributions

EO: Conceptualization, Investigation, Methodology, Project administration, Visualization, Writing – original draft. AR: Methodology, Supervision, Validation, Writing – review & editing.





Funding

The author(s) declare that no financial support was received for the research, authorship, and/or publication of this article.





Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.





References

1. Fehling KB, Selby EA. Suicide in DSM-5: Current evidence for the proposed suicide behavior disorder and other possible improvements. Front Psychiatry (2020) 11:499980. doi: 10.3389/fpsyt.2020.499980

2. World Health Organization. Suicide (2021). Available at: https://www.who.int/news-room/fact-sheets/detail/suicide.

3. Lübbert M, Bahlmann L, Josfeld S, Bürger J, Schulz A, Bär K-J, et al. Identifying distinguishable clinical profiles between single suicide attempters and re-attempters. Front Psychiatry (2021) 12:754402. doi: 10.3389/fpsyt.2021.754402

4. Oquendo MA, Baca-Garcia E. Suicidal behavior disorder as a diagnostic entity in the DSM-5 classification system: Advantages outweigh limitations. World Psychiatry (2014) 13(2):128–30. doi: 10.1002/wps.20116

5. Ducasse D, Lopez-Castroman J, Dassa D, Brand-Arpon V, Dupuy-Maurin K, Lacourt L, et al. Exploring the boundaries between borderline personality disorder and suicidal behavior disorder. Eur Arch Psychiatry Clin Neurosci (2020) 270(8):959–67. doi: 10.1007/s00406-019-00980-8

6. American Psychiatric Association. Diagnostic and statistical manual of mental disorders, 5th ed. Arlington, VA: American Psychiatric Association (2013). doi: 10.1176/appi.books.9780890425596.

7. American Psychiatric Association. Diagnostic and statistical manual of mental disorders (2022). doi: 10.1176/appi.books.9780890425787.

8. Posner K, Brodsky B, Yershova K, Buchanan J, Mann J. The classification of suicidal behavior. In:  Nock  M, editor. The oxford handbook of suicide and self-injury. New York, NY: Oxford University Press (2014). p. 7–22. doi: 10.1093/oxfordhb/9780195388565.001.0001

9. Hom MA, Albury EA, Gomez MM, Christensen K, Stanley IH, Stage DL, et al. Suicide attempt survivors’ experiences with mental health care services: A mixed methods study. Prof Psychology: Res Pract (2020) 51(2):172–83. doi: 10.1037/pro0000265

10. Oquendo MA, Porras-Segovia A. Barriers for the research, prevention, and treatment of suicidal behavior. In:  Baca-Garcia  E, editor. Behavioral neurobiology of suicide and self harm. Cham: Springer (2020). doi: 10.1007/7854_2020_159

11. Malhi GS, Bell E. Make news: Suicidal behaviour disorder – A “diagnosis” with good intentions? Aust New Z J Psychiatry (2019) 53(9):927–31. doi: 10.1177/0004867419872533

12. American Psychiatric Association. Addition of diagnostic codes for Suicidal behavior and nonsuicidal self-injury [Fact Sheet] (2022). Available at: https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/DSM-5-TR/apa-dsm5tr-suicidalbehaviorandnonsuicidalselfinjury.pdf.

13. American Psychiatric Association. DSM-5-TR update: Supplement to Diagnostic and Statistical Manual of Mental Disorders (2022). Available at: https://www.psychiatry.org/getmedia/34c43e15-2618-4d2b-9f67-6bef5c40f75a/APA-DSM5TR-Update-September-2022.pdf.

14. First MB, Pincus HA, Levine JB, Williams JB, Ustun B, Peele R. Clinical utility as a criterion for revising psychiatric diagnoses. Am J Psychiatry (2004) 161(6):946–54. doi: 10.1176/appi.ajp.161.6.946

15. Lasisi MD, Nuhu FT, Adebayo F, Eseigbe EE, Sheikh TL. Spectrum and predictors of suicidal risk among incarcerated youth in a correctional facility in Kaduna, northern Nigeria. Vulnerable Children Youth Stud (2022) 17(2):147–58. doi: 10.1080/17450128.2021.1990456

16. Groschwitz RC, Kaess M, Fischer G, Ameis N, Schulze UM, Brunner R, et al. The association of non-suicidal self-injury and suicidal behavior according to DSM-5 in adolescent psychiatric inpatients. Psychiatry Res (2015) 228(3):454–61. doi: 10.1016/j.psychres.2015.06.019

17. Szewczuk-Bogusławska M, Kaczmarek-Fojtar M, Adamska A, Frydecka D, Misiak B. Assessment of the association between non-suicidal self-injury disorder and suicidal behaviour disorder in females with conduct disorder. BMC Psychiatry (2021) 21(1):172–2. doi: 10.1186/s12888-021-03168-4

18. Levine AZ, Aljabari R, Dalrymple K, Zimmerman M. Nonsuicidal self-injury and suicide: Differences between those with and without borderline bersonality disorder. J Pers Disord (2020) 34(1):131–44. doi: 10.1521/pedi_2018_32_385

19. Nock MK, Holmberg EB, Photos VI, Michel BD. Self-injurious thoughts and behaviors interview: Development, reliability, and validity in an adolescent Sample. psychol Assess (2007) 19(3):309–17. doi: 10.1037/1040-3590.19.3.309

20. Fischer G, Ameis N, Parzer P, Plener PL, Groschwitz R, Vonderlin E, et al. The German version of the self-injurious thoughts and behaviors interview (SITBI-G): A tool to assess non-suicidal self-injury and suicidal behavior disorder. BMC Psychiatry (2014) 14(1):265–5. doi: 10.1186/s12888-014-0265-0

21. Lee SJ, Cho YJ, Hyun MH. Self-injurious thoughts and behaviors interview-korean version: psychometric properties. Psychiatry Invest (2021) 18(2):157–65. doi: 10.30773/pi.2020.0302

22. Abou Chahla MN, Khalil MI, Comai S, Brundin L, Erhardt S, Guillemin GJ. Biological factors underpinning suicidal behaviour: an update. Brain Sci (2023) 13(3):505. doi: 10.3390/brainsci13030505

23. Duval F, Mokrani M-C, Erb A, Gonzalez opera F, Calleja C, Paris V. Relationship between chronobiological thyrotropin and prolactin responses to protirelin (TRH) and suicidal behavior in depressed patients. Psychoneuroendocrinology (2017) 85:100–9. doi: 10.1016/j.psyneuen.2017.07.488

24. Duval F, Mokrani M-C, Danila V, Erb A, Gonzalez Lopera F, Tomsa M. Dopamine function and hypothalamic-pituitary-thyroid axis activity in major depressed patients with suicidal behavior. Brain Sci (2022) 12(5):621. doi: 10.3390/brainsci12050621

25. Duval F, Mokrani MC, Danila V, Lopera FG, Erb A, Tomsa M. Hypothalamic-prolactin axis regulation in major depressed patients with suicidal behavior. Psychoneuroendocrinology (2023) 151:106050. doi: 10.1016/j.psyneuen.2023.106050

26. Ducasse D, René E, Béziat S, Guillaume S, Courtet P, Olié E. Acceptance and commitment therapy for management of suicidal patients: A pilot study. Psychother Psychosomatics (2014) 83(6):374–6. doi: 10.1159/000365974

27. Ducasse D, Jaussent I, Arpon-Brand V, Vienot M, Laglaoui C, Béziat S, et al. Acceptance and commitment therapy for the tanagement of suicidal patients: A randomized controlled trial. Psychother Psychosomatics (2018) 87(4):211–22. doi: 10.1159/000488715

28. Henrion A, Courtet P, Arpon-Brand V, LaFrancesca A, Lacourt L, Jaussent I, et al. PEPSUI, A psychoeducational program for the management of suicidal patients: A qualitative study from a randomized controlled trial. Front Psychiatry (2020) 11:500447. doi: 10.3389/fpsyt.2020.500447

29. Fernández-Sevillano, González-Pinto A, Rodríguez-Revuelta J, Alberich S, Gónzalez-Blanco L, Zorrilla I, et al. Suicidal behaviour and cognition: A systematic review with special focus on prefrontal deficits. J Affect Disord (2021) 278:488–96. doi: 10.1016/j.jad.2020.09.044

30. Favril L, Yu R, Uyar A, Sharpe M, Fazel S. Risk factors for suicide in adults: systematic review and meta-analysis of psychological autopsy studies. Evidence-Based Ment Health (2022) 25(4):148–55. doi: 10.1136/ebmental-2022-300549

31. Obegi JH. Rethinking suicidal behavior disorder. Crisis: J Crisis Intervention Suicide Prev (2019) 40(3):209–19. doi: 10.1027/0227-5910/a000543




Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2024 Oliogu and Ruocco. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/logo.jpg
’ frontiers ‘ Frontiers in Psychiatry





OEBPS/Images/fpsyt.2024.1278230_cover.jpg
, frontiers | Frontiers in Psychiatry

DSM-5 suicidal behavior
disorder: a systematic review
of research on clinical utility,

diagnostic boundaries,

measures, pathophysiology
and interventionscle





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        DSM-5 suicidal behavior disorder: a systematic review of research on clinical utility, diagnostic boundaries, measures, pathophysiology and interventions

      

        		

          Background

        



        		

          Aims

        



        		

          Method

        



        		

          Results

        



        		

          Conclusion

        



        		

          Introduction

        



        		

          Method

        

          		

            Inclusion and exclusion criteria

          



          		

            Search strategy

          



          		

            Study selection

          



          		

            Data collection and analysis

          



        



        



        		

          Results

        

          		

            Clinical utility

          



          		

            Diagnostic boundaries

          



          		

            Psychometric properties of SBD measures

          



          		

            Pathophysiology

          



          		

            Interventions

          



        



        



        		

          Discussion

        

          		

            Future directions

          



        



        



        		

          Author contributions

        



        		

          Funding

        



        		

          Conflict of interest

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/fpsyt-15-1278230-g001.jpg
Studies from databases (n = 73)

Identification

Duplicates removed (n = 34)

Abstracts screened (n = 39) Studies excluded (n = 24)
Full text assessed for eligibility (n = 15) Studies excluded (n = 1)

SBD not a major focus of the study (n =1)
Studies included in review (n = 14)

Screening

Eligibility






