
Suicidal Ideation and Behavior Categories and Definitions from August 2012 Guidance for Industry/Suicidal 
Ideation and Behavior: Prospective Assessment of Occurrence in Clinical Trials (US DHHS, FDA, CDER) – “the 
expanded C-CASA (C-SSRS)” 
 
UN Best Practices or Principles* Definition Assessment Comment 
  1 – Does not follow or conform 

to the Best Practice or Principle 
2 – Partially follows/conforms  
3 – Fully follows/conforms 

 

Conceptual basis    
 Concepts and terms clearly 

defined & documented, 
commonly understood, and 
widely acceptable 

2 Commonly understood and widely 
acceptable terms are used, but 
definitions of many categories 
and terms are ambiguous and 
imprecise, such that a literal or 
strict reading of them can lead to 
confusion and misclassification of 
suicidality events. In some cases 
there is inconsistency between 
category titles and their 
definitions (for a detailed critique 
see D Sheehan et al 2014).  

 Classification structure & 
organization  clearly defined 

3  

 Component elements are logical 
and easily applied according to 
clear rules 

2  Component elements are logical 
but ambiguously or imprecisely 
defined, which may contribute to 
difficulty in consistent application 
of the classification. Examples 
include the following: 
1) Definitions of method and plan 
may not be sufficiently distinct to 
allow clinicians to consistently 



distinguish among them. 2) 
Definitions of interrupted and 
aborted suicide attempts are 
ambiguous (ie, do they or do they 
not include attempts that have 
been started or does the 
interruption occur before the 
attempt has started?) 
3) Imminent is not defined in the 
definition of “Preparatory acts 
toward imminent suicidal 
behaviors.” 
Ref D Sheehan et al (2014) 

 Type of structure (flat, 
hierarchical, multidimensional, 
combination of categorical and 
dimensional) 

Hierarchical.  There is an assumption of an 
underlying hierarchy of severity of 
ideation and behavior, with the 
implications that patients may 
progress up the ladder of 
increasing severity in a logical 
manner (D Sheehan, et al 2014) – 
which may not be borne out in 
clinical reality. For unclear 
reasons, the order of apparent 
increasing severity of different 
levels of suicidality is reversed 
between ideation (goes from least 
to most severe) and behavior 
(goes from most to least severe). 

Categories    
 Mutually exclusive, non-

overlapping 
2 Potential overlap among 

interrupted and aborted attempts 
and preparatory actions in that it 
may be difficult to distinguish 
among these categories clinically. 



 Exhaustive 2 Numerous clinically relevant 
combinations of suicide 
phenomena not identified by C-
SSRS or captured by the expanded 
C-CASA categories (see D Sheehan 
et al, 2014). 

 Titles clearly articulate scope of 
each category 

2 Misalignment between titles and 
definitions of some categories (ie 
Def of category “Preparatory 
actions toward imminent suicidal 
behavior” does not define what is 
imminent); assumption that the 
presence of a suicidal plan always 
implies intention (D Sheehan et al, 
2014) 

 Definitions which are clear & 
unambiguous & define the scope 
of each category 

2 1. Def of suicide attempt assumes 
person understands what is a 
potentially self-injurious behavior. 
(see D Sheehan et al,  2014) 
2. Def of Preparatory Actions does 
not define “imminent,” nor does 
it include actions stopping short 
of an actual attempt. (see D 
Sheehan, 2014).  
3. Def of passive ideation does 
not include thought or feeling 
that one would be “better off 
dead”  
For additional examples, see D 
Sheehan et al 2014) 

 Categories can be accurately and 
consistently distinguished from 
one another 

2-3 Inter-rater reliability was reported 
in Posner et al (2007) for 7 
categories (Suicide attempt, 
preparatory acts, suicidal 



ideation, self-injurious behavior 
without intent; and other/no 
deliberate self-harm) from the 
2010 C-CASA. Several studies have 
examined the reliability of the C-
SSRS (which incorporates all the 
categories of the expanded C-
CASA), in general reporting good 
to excellent reliability for lifetime 
ratings of suicidal ideation, 
suicidal behavior, and suicide 
attempts (Brent et al (2009), 
Hersdorfer et al (2013), Kerr et al 
(2013)).  However, few studies 
include data on the reliability of 
the specific sub-types of suicidal 
ideation or behavior. Kerr et al 
(2013) reported that non-clinician 
raters in the juvenile justice 
system reliably distinguished 
actual, aborted, and interrupted 
attempts and preparatory acts 
from any other act (kappa = 0.88). 
Youngstrom et al (2015), using 
latent class analysis showed that 
inter-rater agreement on the 
more granular C-SSRS categories 
varied more widely (from 
kappa=0.48 to 1.00) than for 
global ratings of suicidal ideation 
and attempts (kappa = 0.72 to 
1.00). 

 Avoids terminology deemed 
unacceptable or inappropriate (ie 

3  



gesture, parasuicide, completed 
suicide, unsuccessful suicide 
attempt) 

Practical Considerations    
 Allows for efficient coding of 

clinical data acquired with 
suitable rating scales into a 
database  

2 The 2012 Expanded C-CASA is 
absolutely efficient for coding 
when paired with the C-SSRS since 
the categories are identical with 
C-SSRS scale items, but it remains 
to be determined how efficient 
the system will be when paired 
with other suitable rating scales. 

 Has practical utility in intended 
setting of use (ie clinical trials,  
clinical practice, public health) 

2-3 Widely used in multiple settings 
including clinical trials, clinical 
practice and public health 
surveillance. 

 Allows for “cross-talk” with other 
SIB classification systems 

2 Published guidelines on how to 
cross walk between 2010 C-CASA 
coding system and Self-Directed 
Violence Classification System 
(Matarazzo et al, 2013) are 
applicable to categories in 
common between the 2010 and 
2012 versions of C-CASA  – but no 
guidelines for cross walk with 
other systems. 

Validation    
 Shown to correctly classify 

potential suicide-related clinical 
phenomena/events with minimal 
rates of mis-classification (ie false 
positives & false negatives).  

2 Several studies have 
demonstrated that the C-SSRS 
(which includes all the expanded 
C-CASA categories) has good 
convergent, divergent and 
predictive validity, high sensitivity 
and specificity of suicidal behavior 



classifications, and is sensitive to 
change (Posner et al (2011), 
Mundt et al (2013) Greist et al 
(2014), Brown et al (2015), and 
Horwitz et al (2014)).  

 Users trust the statistics and 
analyses based on the 
classification system. 

2 Endorsed by the FDA and widely 
used in coding and analysis of SIB 
data from clinical trials submitted 
to the FDA. 

 Provides guidelines for coding and 
output of data collected using it 

2 Coding guidelines provided in the 
2012 FDA guidance document but 
further guidance on analysis of 
data collected using this 
classification systems are yet to 
be provided by the FDA. 

Cultural Aspects    
 Able to be used across different 

cultures 
TBD Not clear if subtle distinctions 

between method and plan and 
between interrupted and aborted 
suicide attempts can be used 
successfully across different 
cultures; no systematic studies 
are available on the cross-cultural 
validity of the 2012 Expanded C-
CASA system. 

 Culturally neutral terminology TBD  
Instructions & Training Materials    
 Provides instructions on effective 

use of the system, guidance and 
training materials 

3  

Summary of Strengths Finer grained categories may allow for more informative analysis of suicidal phenomenon. Derivation of the 
expanded C-CASA from the C-SSRS allows for direct and efficient coding of data elicited by the C-SSRS. 
Terms and concepts are intuitive, generally understood and accepted. System is endorsed by the FDA and 
has had wide applicability and use. Several studies on the psychometric characteristics of the C-SSRS have 



been published demonstrating the reliability and validity of the scale. 
Summary of Weaknesses & Gaps There may be a risk of misclassification of suicidal phenomena and events related to poorly defined 

categories and terms and imprecise language. Hierarchical nature of the system implies an underlying 
causation and progression of clinical severity and phenomenology which may not reflect actual patient 
experience. Restricted definitions of types of suicidal ideation leave out numerous potential combinations 
of suicidal phenomenon that are clinically relevant. Hence use of the C-SSRS and expanded 2012 C-CASA 
coding system is at risk of both misclassification of suicidal events and of failure to detect clinically relevant 
events not defined or included within the system. The clinical relevance of the multiplicity of sub-categories 
of suicidal ideation is unclear and may dilute the power of potential meta-analyses. 
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