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Abstract

There is a large variability in the personality of suicide attempters, but many person-
ality traits and disorders have been consistently associated with suicidal behavior. In
clinical settings, psychiatrists and psychologists must often face high-risk patients
with marked personality traits, but they seldom investigate personality features to
plan the subsequent treatment. This limitation is due to the difficulty of a reliable
assessment of personality, the frequent comorbidity with other mental disorders
(including other Axis II disorders), and the lack of know-how to apply this informa-
tion into targeted interventions. However, researchers are progressively carving the
features of personality that interact with each other and with other risk factors, such
as life events, to amplify the risk of a suicidal act. In this chapter we will review
recent findings and outline the options for intervention that are being opened.

17.1 Introduction

The personality is the enduring pattern of thoughts and behaviors that distinguish
human beings from each other. For about 9-15 % of the population in developed
countries (Lenzenweger et al. 2007), personality becomes problematic because it
deviates markedly from the cultural background, being pervasive and inflexible from
adolescence or early adulthood, and leading to significant impairments or distress.
These are the criteria of a personality disorder (PD) according to the current version

J. Lopez-Castroman, MD, PhD (<)
Department of Psychiatry, CHRU Nimes, Nimes, France

INSERM ul061, Montpellier - Cedex 5, France
e-mail: jorgecastroman@ gmail.com

H. Blasco-Fontecilla, MD, PhD

Department of Psychiatry, IDIPHIM-Puerta de Hierro University Hospital, CIBERSAM,
AutonomaUniversity, Madrid, Spain

e-mail: hmblasco@yahoo.es

© Springer International Publishing Switzerland 2016 211
P. Courtet (ed.), Understanding Suicide: From Diagnosis
to Personalized Treatment, DOI 10.1007/978-3-319-26282-6_17


mailto:jorgecastroman@gmail.com
mailto:hmblasco@yahoo.es

212 J. Lopez-Castroman and H. Blasco-Fontecilla

of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). Some PDs
are significantly associated with suicidal ideation, attempted and completed suicide,
and high levels in some personality traits are recurrently found in samples of suicidal
patients. Indeed, PDs are extremely frequent in clinical samples of psychiatric patients
and even more among those becoming suicidal. About one-third of completed sui-
cides according to autopsy studies and three in four suicide attempters could be diag-
nosed with a PD (Pompili et al. 2004). Considering the personality of patients at risk
of suicidal behavior (SB) is important since: (i) PDs are frequently comorbid with
other Axis I or Axis II disorders, (ii) the presence of a PD complicates prognosis and
treatment response, and (iii) personality traits should inform any assessment of sui-
cidal risk to control for their effect on other risk factors. Inversely, the role of personal-
ity is largely mediated by other factors, including comorbid psychopathology but also
lifetime interpersonal difficulties or adverse life events (Schneider et al. 2008).

To date, research on risk factors of SB has mainly focused on Axis I mental disor-
ders and sociodemographic features, and only some authors have focused on person-
ality. However, personality features, along with other three dimensions, namely,
psychopathology, life events, and suicidal staging, are critical to any model of SB
aiming to attain an accurate risk representation (Courtet et al. 2011). For instance,
personality features are clearly associated with the risk of repeating a suicide attempt.
In a systematic review of the literature, personality traits such as anger/impulsivity,
affect dysregulation, or compulsivity/anxiousness, as well as having a PD, were asso-
ciated with the repetition of suicide attempts (Mendez-Bustos et al. 2013). Of note,
although personality is a key element to understand SB, suicide attempters themselves
cannot be easily clustered into “personality” groups. The results of studies of cluster-
ing are unclear but suggest two main subtypes of personality among attempters: (i) an
internalizing subtype, characterized by general negative affect, and (ii) an emotionally
dysregulated subtype, close to borderline PD (BPD; (Lopez-Castroman et al. 2015)).
These subtypes have also been described as introverted/negativistic/avoidant/depen-
dent/neurotic on the one hand and impulsive/hostile/antisocial on the other hand
(Turecki 2005). However, personality features do not seem to differentiate the lethal-
ity or severity of suicide attempts in cluster analysis (Lopez-Castroman et al. 2015),
which is in keeping with previous research (Blasco-Fontecilla et al. 2009a).

17.2 What Personality Traits and Personality Disorders
Should We Look for in Patients at Risk of Suicidal
Behavior?

The PDs most frequently associated with SB are situated in the so-called DSM-IV!
cluster B (emotional/erratic), which includes antisocial, borderline, histrionic, and
narcissistic PDs. These PDs account for the bulk of suicide risk among individuals
with significant personality pathology (Ansell et al. 2015). However, the personality
traits that increase the risk for suicidal acts are not exclusive of this cluster.

'The DSM-5 does not use anymore clusters of PD, but most clinicians continue using DSM-IV PD
clustering system.
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17.2.1 Borderline Personality Disorder (BPD)

Recurrent SB is one of the diagnostic criteria of BPD. Although as many as 46-92 %
of BPD patients attempt suicide during their lifetime, completed suicide is relatively
rare (3—10 %) (Soloff and Chiappetta 2012a). Sixty percent report multiple suicide
attempts (Zanarini et al. 2008), and indeed the repetition of suicide attempts, com-
pared to single attempters, is associated with this diagnosis (Forman 2004). Despite
their bad reputation, there is evidence of a positive evolution for many BPD patients
in the long term (Shea et al. 2002; Tracie Shea et al. 2009; Zanarini et al. 2010),
underlining the importance of supportive and preventive interventions in the period
of high suicidal risk of SB. In fact, suicidal acts in BPD may help to regulate the
emotional response when the individual is confronted to high psychic pain (Paris
2004). However, BPD patients that commit suicide seem to be less prone to psychi-
atric treatment. A meta-analysis of the literature showed that higher rates of suicide
in BPD are associated with short-term rather than long-term follow-up (Pompili
et al. 2005).

Developmental models suggest an interaction between life events, particularly
early trauma, with the evolution into the symptomatic disorder of BPD and SBs
(Hayashi et al. 2015). In a study with 120 BPD patients, those who died by suicide
(n=70) were compared with the rest of the sample (McGirr et al. 2007). BPD sui-
cides had higher levels of Axis I and II comorbidity, novelty seeking, impulsivity,
and hostility than survivors, as well as less suicide attempts and psychiatric hospi-
talizations. The interaction of impulsive and aggressive features and the comorbid-
ity with other cluster B disorders (especially antisocial PD, which is found in 92.5 %
of suicides), as well as lower harm avoidance, predicted a fatal outcome in this
sample. Another study, the Collaborative Longitudinal Personality Disorders Study,
followed 431 participants for 10 years while considering the severity and dimen-
sionality of the PDs. According to their results, paranoid, antisocial, borderline,
histrionic, and dependent PDs emerged as independent risk factors for ever attempt-
ing suicide, but only the severity of BPD was retained in the multivariate model
(Ansell et al. 2015). In other words, the common variance underlying multiple PDs
that leads to SB may be best reflected by the diagnosis of BPD. Despite these
advances, the accurate identification of the more “risky”” BPD patients continues to
be a challenge in clinical settings.

17.2.2 Antisocial Personality and Antisocial Personality
Disorder (ASPD)

Antisocial patients behave in an irresponsible, impulsive, abusive, and guiltless
manner. Having an ASPD predicts comorbid addictive, psychiatric, and medical
problems, as well as high rates of SB, homicides, and accidents. The literature on
personality-related suicide risk has mainly been focused on BPD. Accordingly, lit-
erature on ASPD and suicide is relatively scarce (Blasco-Fontecilla et al. 2007). The
rate of suicide attempts in individuals diagnosed with ASPD range from 11 % to
42 % (Blasco-Fontecilla et al. 2007; Zaheer et al. 2008), but up to 72 % of patients
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with ASPD might attempt suicide (Garvey and Spoden 1980). Suicide attempts in
ASPD individuals are usually considered nonserious, with no real intention to die,
in order to manipulate others or to act out their frustration, and secondary to inter-
personal loss or problems (Garvey and Spoden 1980; Frances et al. 1986). This lack
of seriousness may suggest that they have no real intention of killing themselves and
that they use suicide attempts to have a secondary gain (e.g., hospital admission)
(Pompili et al. 2004). In a military hospital setting, antisocial patients used SB as an
alternative channel to alleviating distress (Sayar et al. 2001).

The high rates of suicide attempts among ASPD individuals contrast to the rates
of completed suicides (Blasco-Fontecilla et al. 2007). Suicide rates reported among
patients with ASPD vary considerably as most studies use no operationalized crite-
ria (Bronisch 2007), but most studies report rates around 5 % (Miles 1977; Zaheer
et al. 2008), which is lower than the 8 % found in BPD in long-term follow-up stud-
ies (Bronisch 2007). Frances et al. (1986) hypothesized that the 5 % rate of suicide
found in subjects with ASPD could be explained by the presence of a concurrent
affective disorder, substance abuse, or other PD (Frances et al. 1986). Therefore, the
traditional assumption derived from Cleckley and other classical authors that anti-
social individuals could be so self-centered to actually try to kill themselves could
be inconsistent with current findings (Lambert 2003).

In any case, ASPD individuals are typically quite refractory to medical treatment
but show moderation with advancing age and positive life events, such as marriage
or employment, which facilitate socialization (Black 2015). On the contrary, and
independently of comorbid Axis I disorders, negative life events (particularly the
death of the partner) seem to precede suicidal acts in this population (Blasco-
Fontecilla et al. 2010). Serotonergic dysfunctions are found both in antisocial popu-
lations and patients at risk of SB. Interestingly, epigenetic mechanisms may explain
the downregulation of serotonergic genes in antisocial offenders (Checknita et al.
2015). Of note, adolescent ASPD has been associated with all the stages of the sui-
cidal process (ideation, attempts, and suicide), and inversely SB among adolescents
is very frequently associated with antisocial behaviors according to the results of
epidemiological studies (Marttunen et al. 1994). Furthermore, parents with antiso-
cial personality transmit the risk of SBs to their offspring (Santana et al. 2015).

17.2.3 Histrionism and Histrionic Personality Disorder (HPD)

Histrionism is characterized by an enduring pattern of attention-seeking behavior
and extreme emotionality. The concept of HPD arose from the clinical observation
of common personality traits among women displaying conversion symptoms.
Although it is usually associated to female gender, no gender differences were
observed in an epidemiological study in the USA (Grant et al. 2004).

There is little knowledge about the link between SB and HPD. In a geriatric
sample of 109 patients, histrionism showed negative correlations with suicidal ide-
ation in the regression analyses (Segal et al. 2012). However, suicide attempts are
frequent in people with HPD or histrionic personality traits, either as a way of
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emotional blackmail to the ones who take care of them or to attract attention from
people (Rubio Larrosa 2004). Moreover, hysterical personality traits have been
associated with suicide attempts in both women and men (Pretorius et al. 1994).
Although some suicide attempts by HPD individuals take place in “a mood, albeit
short-lived, of genuine despair,” usually it is clear from the circumstances that sui-
cide attempts are made to coerce someone else into behaving in a way similar to the
patient’s liking (Kendell 1983). Indeed, most suicide attempts are precipitated by
disturbed relationships with close relatives or sexual partners. Due to their demand-
ing, egocentric behavior and their dependence needs, their interpersonal relation-
ships are characteristically stormy and fragile (Kendell 1983). Thus, it is not
surprising that in a recent study with 150 psychiatric inpatients who had engaged in
some kind of SB, HPD was a specific risk factor for suicide gestures but not for
suicide attempts (Garcia-Nieto et al. 2014). In other words, it is possible that some
of the suicide attempts by HPD individuals could be better classified as suicide
gestures.

As for completed suicide, HPD seems to be associated with a lower risk at least
compared to other cluster B PDs. However, even if histrionic individuals tend to
mature with time, some fail to obtain attention, becoming increasingly lonely,
depressed, or addicted, which could eventually lead to a fatal outcome (Kendell
1983). Interestingly, one study has found that comorbidity with HPD among BPD
patients predicts less lethal suicide attempts (Soloff and Chiappetta 2012a).

17.2.4 Narcissism and Narcissistic Personality Disorder (NPD)

NPD is characterized by lack of empathy for others, extreme grandiosity, and
extreme self-involvement, among others (Blasco-Fontecilla et al. 2007). Few stud-
ies have investigated the SB of narcissistic patients (Pompili et al. 2004). Kernberg
(1993) suggested that NPD or narcissistic personality traits could make an individ-
ual vulnerable to SB (Kernberg 1993). This vulnerability could be related to a frag-
ile self-esteem (Perry 1989), which they try to raise through suicidal acts
(Ronningstam and Maltsberger 1998). Thus, when we compared suicide attempters
in Madrid with different cluster B diagnoses, those with NPD had higher expected
lethality, but not higher impulsivity, than those without. Inversely, attempters with
ASPD, BDP, or HPD were more impulsive, but did not report more expected lethal-
ity, than those without (Blasco-Fontecilla et al. 2009b). Depressed geriatric patients
with narcissistic personality (either disorder or traits) scored higher in suicide risk
than non-narcissistic controls in another study (Heisel et al. 2007).

As for suicide, they are more likely to commit suicide than patients without NPD
or narcissistic traits, particularly if BPD was also present, according to a 15-year
follow-up study of 550 patients in New York (Stone 1989). In a postmortem study
with 43 consecutive suicides among Israeli males aged 18-21 years during compul-
sory military service, the most common Axis II diagnoses were schizoid PD (37.2 %)
and NPD (23.3 %) (Apter et al. 1993). In any case, according to the psychological
autopsy method, it is an infrequent diagnosis in suicides (Links et al. 2003).
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In conclusion, narcissistic traits should be carefully considered when evaluating
patients at risk of SB, as patients with these traits may be particularly at risk of mak-
ing fatal attempts. Individuals who have suffered a “narcissistic injury” might react
with rage and envision suicide as a means for retaliating or regaining control and
plan more carefully their acts (Blasco-Fontecilla et al. 2009b). Of note, a recent
study has shown that a single question could provide good results to evaluate narcis-
sism (Konrath et al. 2014).

17.2.5 Impulsive Aggression

Impulsive aggression has been proposed as an endophenotype of risk for SBs related
to reactive aggression. A combination of high impulsivity and high aggression is
frequent among suicide attempters (Gvion and Apter 2011), but the components of
this construct seem to have different effects on the suicidal acts. Although impulsiv-
ity is clearly related with making more suicide attempts, its role in the severity of the
attempts is less clear (Soloff et al. 2005). The impulsivity of the attempt does not
correlate well with the impulsivity of the attempter, and some authors argue that
impulsivity as a trait facilitate the exposition to adverse experiences through the
lifetime that eventually lead to SB (Anestis et al. 2014). In fact, aggressiveness has
shown to be a better predictor of SB than impulsivity or hostility among depressed
patients (Keilp et al. 2006). However, as previously stated, there is a well-documented
association between impulsive personality traits and lifetime aggression in suicidal
subjects (Rujescu and Giegling 2012), and the interaction of both components con-
tributes to suicide completion, at least in BPD (McGirr et al. 2007). The familial
transmission of SB appears also to be mediated by impulsive aggression and hostil-
ity traits. Indeed, completing a vicious circle, early life adversities (suicidal acts or
childhood abuse in the family) are frequently present in the history of suicidal
patients with high impulsive aggression levels (Lopez-Castroman et al. 2014). Of
note, a gender effect should be considered for personality traits, such as impulsive
aggression, with regard to SB. In a case-control study of individuals with major
depressive disorder, Dalca et al. (2013) have recently shown that male completers,
but not females, were characterized by impulsive aggression compared to controls
(Dalca et al. 2013). According to their results, only non-impulsive aggression was
part of the suicidal diathesis in females.

17.2.6 Hostility, Anger, and Other Personality Traits

Hostility and anger are common traits of patients with cluster B disorders, and both
are positively related to suicidal ideation, plans, and attempts in adolescents and
adults (Ortigo et al. 2009; Zhang et al. 2012). Among prisoners, anger and hostility
scores differentiate also those who had attempted suicide (Roy et al. 2014).
Furthermore, hostility was found to be higher in depressed attempters with siblings
concordant for SBs (Brent et al. 2003).
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Apart from the abovementioned, many personality features have been related to
SB. For instance, irritability, low self-esteem, problematic coping strategies, inabil-
ity to support stable interpersonal relationships, external locus of control, despair,
intense feelings of fault and/or of shame following minimal mistakes, cognitive
rigid style, and perfectionism (Blasco-Fontecilla et al. 2007). Within the Five-Factor
model, two personality dimensions have been associated with SB: low extraversion
and high neuroticism (Ortigo et al. 2009). In a recent study, low positive affect, as
well as high aggression, predicted subsequent suicide attempts (during a 6-month
follow-up) in adolescent attempters better than any Axis I or II disorder (Yen et al.
2012). Indeed, the authors suggest that affective and behavioral dysregulation, a
component of many psychiatric diagnoses, could mediate the risk of new attempts
in this high-risk population. Schizotypic personality has also been associated with
lifetime suicide attempts. One study suggests that the degree of schizotypy could be
associated with the risk of lifetime suicide attempt in patients with schizophrenia
(Teraishi et al. 2014).

Finally, itis important to bear in mind the stability of personality traits. Personality
traits associated with SB, or “suicidal” traits, show some instability during the life-
time according to long-term follow-up studies. For instance, in the case of BPD,
patients have a tendency to be revictimized and re-experiment traumatic situations,
but in the long run they acquire better coping skills and see their impulsivity,
together with the risk of SBs, decrease (Zanarini et al. 2010). It should be noted that
the instability of PDs might in part be due to the limited validity of current diagnos-
tic systems. First, the diagnosis of a PD is made with a heterogeneous combination
of persisting traits and transversal symptoms that may disappear with the evolution
of the disorder. Secondly, the severity of PDs might not be accurately reflected by
current classifications (Lopez-Castromdn et al. 2012).

17.3 Comorbidity with Axis | Disorders

The comorbidity with an Axis I disorder is probably the most important risk factor
for suicide among individuals with PDs. This comorbidity characterizes also an
important subgroup of suicide attempters who are at particularly high risk of repeated
SB (Cheng 1995; Foster et al. 1999; Hawton et al. 2003). Comorbidity of Axis I and
Axis II disorders is reported in 14 % (Vijayakumar and Rajkumar 1999) to 58 % of
all suicide victims (Cheng et al. 1997). Personality traits modify suicide risk differ-
ently depending on the underlying Axis I disorder (Schneider et al. 2008). Having a
depression and being substance dependent are themselves suicide risk factors. But
when they are comorbid with a PD, the risk of suicide goes beyond the simple sum
of relative risks (Schneider et al. 2008). This may be particularly true for PDs in
clusters B and C. For instance, the comorbidity of BPD and depression increased the
number and seriousness of suicide attempts in a sample of inpatients (Soloff et al.
2000). A large population-based survey in Mexico describes multiplicative effects of
depressed mood and antisocial problems with regard to death thoughts, suicidal
plans, and attempts (Roth et al. 2011). According with a case-control study including
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104 depressed males that had completed suicide and 74 living depressed male con-
trols, completers had higher levels of comorbidity with substance use disorders and
cluster B PDs, particularly ASPD and BPD (Dumais et al. 2005). The use of sub-
stances in BPD impairs the judgment of the patients and enhances the risk for impul-
sive attempts, which may explain why BPD with substance use disorders show worse
suicide-related outcomes (Anestis et al. 2012).

17.4 Can We Reduce the Suicidal Risk Associated
to Personality Disorders or Traits?

We can currently respond positively to this question, although individuals who suf-
fer from PDs are still extremely difficult to treat for various reasons. Firstly, often
patients are inobservant and demand treatment only when in stressful circumstances
that render their coping abilities completely insufficient. Secondly, treatment of PDs
typically involves a prolonged and intensive treatment with involvement of several
forms of support. Thirdly, patients with PDs are frequently exposed to life events
that trigger the suicidal crises (Yen et al. 2005). Finally, despite the increasing num-
ber of therapeutic options, both in psychopharmacology and psychotherapy, there is
a paucity of specific treatments for the suicidality of PDs.

Thus, risk reduction in PDs needs to enhance the therapeutic alliance to avoid
dropouts and provide a constant, regular, and long-term reference. The triggering
effect of oncoming adversities can be anticipated and prevented when working
closely with the patients. In this vein, Brodsky et al. (2006) found that the first sui-
cide attempt in depressed BPD patients is commonly an interpersonal crisis (Brodsky
et al. 2006). Besides, mental health professionals can focus on specific traits known
to carry more risk. For instance, treating aggressive tendencies may reduce the risk
for SB through integrative therapies (Zhang et al. 2012). But the first step in treat-
ment is a good assessment. A complete psychiatric evaluation, after assessing for
suicide risk and identifying the stage of the suicidal process (ideas, plan, or attempt),
should investigate personality traits that are relevant for subsequent treatment. In the
case of BPD patients, comorbid antisocial or schizotypal features may heighten sui-
cide risk (Zaheer et al. 2008). Subsequent treatment should combine effective phar-
macotherapy to treat comorbid Axis I disorders and relevant symptoms, such as
depressed mood and affective lability, and psychotherapy. At the same time, support-
ive treatment in the context of a suicidal crisis should include all the interventions
known to prevent suicide attempts such as 24 h crisis care, follow-up continuity in
the days following the suicidal crisis, control of potential suicide means, treatment of
comorbid substance use disorders, a policy on how to respond to noncompliant
patients, or assertive outreach programs (While et al. 2012).

17.4.1 Psychotherapy

The usual treatment for PDs involves long-term psychotherapy with an experienced
therapist. A recent meta-analysis of 19 randomized controlled trials in adolescents
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has shown that suicidality (including suicide attempts and non-suicidal self-harm)
during follow-up was reduced among adolescents receiving psychological or social
interventions compared to controls. Dialectical behavioral therapy (DBT), followed
by cognitive behavioral therapy (CBT), and mentalization-based therapy (MBT)
showed the largest effect size (Ougrin et al. 2015). However, when suicide attempts
and non-suicidal self-harm were studied separately, these interventions showed no
difference with treatment as usual.

DBT is adapted to the features of BPD while focused on reducing self-harm
behaviors (Linehan et al. 2012). However, DBT comprises multiple interventions,
from individual therapy, to skills training, telephone coaching, and a consultation
team. A recent study has found that all of these components actually play a role in
the prevention of suicide attempts (Linehan et al. 2015). Interestingly, the decrease
in suicide attempts and increase in anger control that is seen in BPD patients who
receive DBT is fully mediated by the skills learned in the therapy (Neacsiu et al.
2010). Moreover, a DBT-based program for relatives of BPD patients, which pro-
vided general knowledge about SB and training for interpersonal skills, showed
some promise of improving the family-patient relationship (Rajalin et al. 2009).
However, ASPD is a risk factor for premature termination of DBT (Kroger et al.
2014).

Other structured treatments, such as transference-focused psychotherapy,
have proved their utility in the reduction of suicidality compared to supportive
therapies (Clarkin et al. 2007). Recently, acceptance and commitment therapy
(ACT), an intervention designed to increase psychological flexibility, has
been found useful to reduce psychic pain, depression scores, and suicidal ide-
ation in a small sample of suicide attempters, many of which had a BPD
(Ducasse et al. 2014). Of note, a recent review has compared the results of
trials investigating the effectiveness of diverse types of psychotherapy to
reduce SBs among BPD patients. The authors suggest that a more intense or
long was not necessarily associated with a greater reduction of suicidal acts
(Davidson and Tran 2014).

An interesting study examined through psychological autopsy the suicide vic-
tims that were receiving individual psychotherapy 3 months prior to their death. The
authors found that nine out of 16 cases fulfilled criteria for a personality disorder,
and they were frequently comorbid with a mood disorder (Pallaskorpi et al. 2005).
Of note, those 16 patients were the only suicide completers receiving regular psy-
chotherapy among 1,397 suicides from the Finnish national registry (1.1 % of the
sample).

17.4.2 Pharmacotherapy

Psychotropic drugs are commonly used to treat some of the personality features that
are associated with SB in clinical settings worldwide, such as impulsivity, anger, or
mood shifts. The symptomatic relief provided by antidepressants, neuroleptics, or
mood stabilizers appears to reduce the risk of suicidal acts for some patients. Kolla
et al. (2008) have reviewed the psychopharmacological interventions for the
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management of SB in BPD (Kolla et al. 2008). However, the evidence for the use of
psychotropic medication to specifically reduce SBs among patients with PDs is still
inconclusive (Saunders and Hawton 2009). The known or potential antisuicidal
effect of some medications (especially lithium and clozapine) deserves the develop-
ment of future trials.

17.4.3 Hospitalization vs. Ambulatory Treatment

Beyond the preventive and supportive strategies that have been developed for
acutely suicidal patients, chronically suicidal patients, such as BPD patients, need
long-term interventions in ambulatory settings. Some authors advise against hos-
pitalizing BPD patients in the management of self-harm because there is no evi-
dence that it may prevent completion and it may paradoxically induce the patients
to use self-harm behaviors help to become chronic (Paris 2004), but in case of
acute suicidal crises inpatient treatment may be needed to prevent fatal outcomes
(Oldham 2006).

Importantly, the targets of treatment should change over time. A recent
study with 90 BPD patients has shown how acute stressors (depression) predict
suicide attempts only during a year, while poor psychosocial functioning has
long-term effects on suicide risk (Soloff and Chiappetta 2012b). Moreover, the
authors underline the importance of rehabilitation treatments to prevent the
poor psychosocial outcomes among these patients. We should also keep in
mind that personality plays a larger role in the SB of young patients. Compared
with older patients, Axis II comorbidity has been repeatedly associated with
completed suicides among the young (Turecki 2005). In other words, the treat-
ment of personality disorders should be particularly intensive for young people
at risk.

Conclusion

PDs and personality traits have a well-documented effect on suicide risk. Cluster
B disorders, such as BPD, are among the mental disorders more intensely associ-
ated with suicidal outcomes, especially when comorbid with major depression.
There is increasing evidence supporting an endophenotype of impulsive aggres-
sion that would mediate the relationship between cluster B disorders and SB
(Turecki 2005). This knowledge is progressively being translated into effective
interventions (DBT, MBT, ACT), some of them being personality specific.
Among the needs, further studies should investigate the specific effect of less
common PDs (in clusters A and C) while considering the extensive comorbidity
of these entities and their dimensionality (Ansell et al. 2015). However, any
intervention with “risky” personalities, very often coming to the emergency
room only after a suicide attempt, should cultivate their observance and commit-
ment with potential treatments.
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