
MIRECC VA/DOD Self-Directed Violence Classification System (2011) 
UN Best Practice or 
Principle* 

Definition Assessment Comment  
 

  1 – Does not follow or conform to the 
Best Practice or Principle 
2 – Partially follows/conforms  
3 – Fully follows/conforms 
 
[Structural type not rated but described] 

 

Conceptual basis    
 Concepts and terms clearly defined & 

documented, commonly understood, 
and widely acceptable 

2 Key concepts and terms are clearly defined and documented but novel terms 
and concepts (ie “undetermined SDV”) are challenging and could present 
barriers to adoption of the system. In the limited testing of the system described 
in Brenner et al (2011), only 38% of all terms related to “undetermined SDV” 
were correctly identified. The term “self-directed violence” may be viewed as 
blaming to some (in contrast to the more neutral phrase “self-injurious 
behavior”); moreover, not all self-directed injurious behavior is “violent” in 
nature (ie taking pills or refusing food versus attempting to cut or shoot 
oneself). Theoretically, there could be some risk that clinicians might utilize 
the “undetermined SDV” category to avoid making definitive judgments that 
an action was either suicidal or non-suicidal in nature. 
 

 Classification structure & organization  
clearly defined 

3 Classification structure is logical, well organized, and clearly defined. 

 Component elements are logical and 
easily applied according to clear rules 

2-3  Component elements are logical and the “Clinical Tool” provides a simple 
method for application of the classification system to clinical data. However, 
successful use of the Clinical Tool may be limited by challenges related to the 
novel terminology of the system and lack of familiarity of most mental health 
professionals with it. 
 

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

Hierarchical.  The SDVCS is comprised of 3 orders of hierarchical levels: Types, Sub-Types, 
and Terms. Types are the broadest, most general categories and consist of SDV 
Thoughts and SDV Behaviors. Each “Type” contains several Sub-types, which 
are more limited in scope individually but collectively capture the full range of 
SDV behaviors or thoughts. Each Sub-type in turn is comprised of several 
terms, which are defined based on 3 modifiers: the presence or absence of 
suicidal intent, injury (including fatal injury) and whether the behavior was 
interrupted by self or others.  

Categories    
 Mutually exclusive, non-overlapping 2 Not all categories (types) are clearly mutually exclusive. In some situations, 

differentiation of  Non-suicidal SDV and Undetermined SDV could vary 
greatly, depending on the clinical skills of the examiner (ie, superficial cutting 
behavior may be viewed as “non-suicidal” by one examiner but as 
“undetermined” by another examiner who concludes the patient is reluctant to 
admit positively to the intent to die). How a situation is determined to be 
“undetermined” needs greater clarification.  
Determination of suicidal intent also can be very difficult – patient can claim 
intent while the harmful actions are only superficial cutting (ie contradiction 
between words of the patient and the actions of the patient); different 



clinicians, depending on their experience and skills could make very different 
judgments about the same patient, especially regarding “implicit” intent. 

 Exhaustive  2 SDVCS does not utilize presence or absence of a suicide method or plan as 
discriminatory elements or modifiers. The key clinical criteria for 
discriminating different terms are intent and the presence or absence of injury. 
The definition of intent, however, requires that the person “understands the 
probable consequences of his/her actions or potential actions.” This definition 
would not capture the person who undertakes to harm himself/herself and 
believes the method to be potentially fatal when in fact it is not. 

 Titles clearly articulate scope of each 
category 

3  

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

2 1. Definitions of SDV and of suicide require that the action be potentially self-
injurious but does not account for situations where the person may believe an 
action to be potentially injurious when in fact it is not (D Sheehan, et al, 2014). 
Hence it is possible some attempts may not be accounted for if the current 
definitions are strictly adhered to. 
2. Definition of passive ideation does not include the thought or feeling that 
one would be “better off dead.” [However, need for inclusion of this concept is 
debatable.] (D Sheehan et al, 2014) 
3. The definition and determination of intent, especially “implicit” intent, needs 
greater clarification. Given the critical importance of intent in deciding if an 
action is suicidal, there is a need for more specific guidance on how to 
determine whether suicidal intent is present or not and the level of seriousness 
of the intention to die (ie low, moderate, severe). 
 

 Categories can be accurately and 
consistently distinguished from one 
another 

2 Very limited data available on the reliability and validity of the SDVCS 
categories. Brenner et al (2011) reported mixed results from the classification 
of clinical vignettes for the 22 SDVCS terms by 69 mental health professionals. 

 Avoids terminology deemed 
unacceptable or inappropriate (ie 
gesture, parasuicide, completed 
suicide, unsuccessful suicide attempt) 

2 The SDVCS system generally avoids the use of unacceptable terminology; 
however, for some individuals, the use of the “self-directed violence” 
terminology may create a sense of the person being at fault and to blame for 
their actions. 

Practical Considerations    
 Allows for efficient coding of clinical 

data acquired with suitable rating 
scales into a database  

3 Clinical observations and data can be coded relatively easily with the Clinical 
Tool designed for use with the SDVCS system. The decision tree tool allows 
for efficient categorization and coding of clinical presentations. 

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

2 Practical utility may be limited by the challenges posed by the use of novel 
terminology (ie, undetermined SDV) and the relative complexity of the system 
(consisting of 22 different terms for ideation, behavior, and preparatory 
actions). 

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

2 A systematic algorithm for crosswalk between the MIRECC SDVCS and the 
2010 C-CASA has been published (Matarazzo et al 2012). However, there are 
certain terms in the 2012 FDA C-CASA/CSSR-S system that are not present in 
the MIRECC SDVCS (ie, non-specific active suicidal ideation, active suicidal 
ideation) and there is no reference to method or plan in the SDVCS system. 
 

Validation    
 Shown to correctly classify potential 

suicide-related clinical 
phenomena/events with minimal rates 

1-2 There is limited data on how well the SDVCS classifies suicide-related clinical 
events (Brenner et al, 2011). Post-training test results using clinical vignettes 
(46 vignettes reperesenting the 22 SDVCS terms, classified by 69 mental health 



of mis-classification (ie false positives 
& false negatives).  

professionals) showed substantial rates of mis-classification, especially for 
terms related to undetermined SDV and nonsuicidal SDV ( see Table 4 in 
Brenner et al. 2011 article). 
 
 

 Provides guidelines for coding and 
output of data collected using it 

2-3 The Clinical Tool provides guidance to clinicians on how to classify clinical 
data using the SDVSC system. However, further guidance  is needed on table 
structure and analysis of the output from the system. 

Cultural Aspects   
 Able to be used across different 

cultures 
TBD  

 Culturally neutral terminology TBD  Use of “self violence” terminology may be a cultural concern 
 Provides instructions on effective use 

of the system, guidance and training 
materials 

3  

Summary of Strengths Well organized, hierarchically structured, and comprehensive. For the most part types, sub-types, and terms are well-defined, mutually exclusive, clinically relevant and 
sufficiently comprehensive. The Clinical Tool provides a methodology for clinicians for readily classifying clinical observations using the SDVCS classification system 

Summary of Weaknesses 
and Gaps 

The SDV terminology is novel and may be challenging to clinicians who have been trained on and are more familiar with terms such as self-injurious behavior, etc. The 
system is not intuitive and complex (ie 22 different terms). The “undetermined SDV” and “non-suicidal SDV” categories may be challenging for clinicians to use in 
practice and could require extensive training and practice to be easily and correctly applied in classifying different clinical presentations (even with the aid of the Clinical 
Tool). The “self-directed violence” terminology may be unacceptable among some clinicians and across different cultures. Limited data support the reliability and 
validity of the SDVCS system. Some terms and definitions could be overlapping and not clearly explained. 
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