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Objective: Suicidal behavior is a clinically sig-
nificant but underestimated cause of mortality in 
narcissistic personality disorder. Currently, there 
are no reliable estimates of suicidal behavior for 
this population. The main objective of this study 
was to test whether or not suicide attempters di-
agnosed with narcissistic personality disorder are 
different in terms of impulsivity and expected  
lethality from suicide attempters with other  
cluster B personality disorders.

Method: In a sample of 446 suicide attempt-
ers, patients with cluster B personality disorder 
diagnoses (n = 254) as assessed by the Diagnostic 
and Statistical Manual of Mental Disorders, Fourth 
Edition (DSM-IV), version of the International 
Personality Disorder Examination-Screening 
Questionnaire (IPDE-SQ) were compared in terms 
of expected lethality and impulsivity (measured 
by the Beck Suicidal Intent Scale and the Barratt 
Impulsiveness Scale, respectively). The subjects 
were admitted to the emergency departments of 
the Ramón y Cajal Hospital and the Fundación 
Jiménez Diaz University Hospital in Madrid, Spain, 
between January 1999 and January 2003.

Results: Suicide attempts of subjects diagnosed 
with narcissistic personality disorder had higher 
expected lethality than those of subjects without 
narcissistic personality disorder (t = −4.24, df = 439, 
P < .001). There were no differences in expected 
lethality of the attempts when comparing subjects 
with and without histrionic personality disorder 
(t = 0.28, df = 439, P = .795), antisocial personality 
disorder (t = 0.66, df = 439, P = .504), and borderline 
personality disorder (t = 1.13, df = 439, P = .256), 
respectively. Suicide attempters diagnosed with 
narcissistic personality disorder did not sig-
nificantly differ from suicide attempters without 
narcissistic personality disorder in terms of im-
pulsivity measures (t = −0.33, df = 442, P = .738), 
while suicide attempters diagnosed with antisocial 
personality disorder, histrionic personality dis-
order, and borderline personality disorder were 
significantly more impulsive than suicide attempt-
ers without these diagnoses (t = −3.96, df = 442, 
P < .001; t = −3.88, df = 442, P < .001; and t = −7.44, 
df = 442, P < .001, respectively).

Conclusions: Narcissistic personality disorder 
seems to be a distinct group among cluster B per-
sonality disorders with regard to suicidal behavior. 
In contrast to suicide attempters with other cluster 
B personality disorders, suicide attempters diag-
nosed with narcissistic personality disorder are less 
impulsive and have suicide attempts characterized 
by higher lethality. These distinctions may offer 
a basis for targeted therapies aimed at decreasing 
suicidal risk in patients with narcissistic personality 
disorder.
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While subjects with cluster B personality disor-
ders other than narcissistic personality disorder 

are prone to suicidal behavior when depressed, those with 
narcissistic personality disorder may be prone to suicidal 
behavior even when not depressed.1 Ego-syntonic suicidal 
tendencies in narcissistic patients without depressive syn-
dromes can emerge during emotional crises or with the 
underlying fantasy that suicide reflects triumph over death.2 
Narcissism might also contribute to suicide through narcis-
sistic rage secondary to narcissistic injury, real or perceived.3 
Suicidal behavior in subjects diagnosed with narcissistic 
personality disorder may provide an escape from painful 
feelings, while expressing rage and retaliation with a sense 
of active mastery.4 These reasons set the stage for a more 
carefully premeditated (nonimpulsive) suicidal behavior, 
as opposed to the more impulsive attempts that are more 
likely among subjects with antisocial or borderline person-
ality disorder. Furthermore, subjects with a combination 
of affect dysregulation, grandiosity, and narcissistic vulner-
ability may attempt suicide in response to interpersonal 
difficulties. Due to limited data, suicide risk assessment in 
patients with narcissistic personality disorder, compared to 
other patients, is especially challenging.1,4
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Narcissistic personality disorder is uncommon in both 
community samples and clinical settings.1 The vast majority 
of information regarding narcissistic personality disorder is 
based on theoretical formulations and clinical experience 
rather than on empirical evidence.5

Some authors hypothesize that impulsivity and lethality 
are inversely associated during suicide attempts.6,7 Suicid-
al intent entails both a wish to die and the expectation of 
death (expected lethality). We hypothesized that subjects 
diagnosed with narcissistic personality disorder are less im-
pulsive and have suicide attempts characterized by greater 
expected lethality compared to attempters diagnosed with 
other cluster B personality disorders. If confirmed, this 
hypothesis may lead to more targeted therapies for suicide-
prone subjects diagnosed with narcissistic personality 
disorder.

METHOD

Samples and Procedure
Participants were 446 suicide attempters, of whom 254 

(56.95%) met criteria for cluster B personality disorders, 
who were admitted to the emergency departments at the 
Ramón y Cajal Hospital and the Fundación Jimenéz Diaz 
University Hospital in Madrid, Spain, from January 1999 
to January 2003. All the participants gave written informed 
consent, and the Institutional Review Boards of the Ramón 
y Cajal Hospital and the Fundación Jiménez Diaz Univer-
sity Hospital, where the study was conducted, approved the 
study. Suicide attempt was defined as a self-destructive be-
havior with the intention of ending one’s life, independent of 
the resulting damage.8,9 This definition was adopted by the 
National Institute of Mental Health for research on suicidal 
behavior.

A healthy control group (n = 515) was used to identify 
the best cutoff point for the instrument used to diagnose 
personality disorders. Controls were blood donors with no 
previous Axis I or II diagnoses, no previous suicidal be-
havior, and no first degree self-reported familial history of 
mental illness.

Measures and Statistical Analysis
The diagnoses of personality disorders were made by 

using the DSM-IV version of the International Personality 
Disorder Examination-Screening Questionnaire (IPDE-SQ). 
The IPDE-SQ is a brief and efficient screen.10 We adjusted 
cutoff points in the healthy control population in order to 
obtain prevalence for each specified personality disorder 
similar to those reported in the general population.11 This 
approach generated criteria for diagnosis at a more stringent 
level than the DSM requires. For example, we required 1 or 
2 more criteria for each personality disorder—eg, to diag-
nose borderline personality disorder, 7 of 9 items, instead 
of the 5 of 9 items suggested as necessary to diagnose bor-
derline personality disorder by the IPDE-SQ authors12 were 

required by us. After finding the best adjusted cutoff point 
for each personality disorder among the healthy controls, 
the prevalence of each personality disorder was calculated 
in the suicide attempters sample. Further information on 
methods is available in Blasco-Fontecilla et al.13 We used the 
Mini-International Neuropsychiatric Interview to diagnose 
DSM-IV Axis I disorders.14

The expected lethality of suicide attempts was measured 
by the Beck Suicidal Intent Scale (SIS).15 Suicidal intent en-
tails both a wish to die and the expectation of death. In a 
previous exploratory factor analysis of the SIS, we found 
2 factors: expected lethality (S1) and planning (S2).16 The 
first factor (S1), expected lethality, was essentially loaded by 
items 4 (act to get help), 9 (purpose of attempt), 10 (expecta-
tions of fatality), 11 (concept of lethality), 12 (seriousness), 
13 (ambivalence toward living) and 14 (concept of rescu-
ability). Expected lethality, thus defined, may indicate the 
seriousness of a suicide attempt better than actual physical 
consequences or attempt lethality, because attempters are 
often unaware of medical lethality or choose the method 
impulsively.

To measure impulsivity, we used the Spanish version of 
the Barratt Impulsiveness Scale, version 11 (BIS-11).17 The 
BIS-11 contains 30 self-report items scored 0–4 (range of 
total score 0–120) divided into 3 subscales. A total score of 
75 and above is indicative of highly impulsive behavior.18 
The BIS has been extensively used in the study of impulsiv-
ity both in suicidal and non-suicidal samples.19

t Tests for independent samples were calculated. Measures 
of impulsivity and expected lethality were compared among 
suicide attempters with each cluster B personality disorder 
versus those subjects without that personality disorder—eg, 
attempters diagnosed with narcissistic personality disorder 
versus attempters without narcissistic personality disorder. 
SPSS statistical software, edition 14.0 for Windows (2005) 
was used (SPSS Inc, Chicago, Illinois).

RESULTS

Among healthy controls, the prevalence of each cluster 
B personality disorder was as follows: histrionic personal-
ity disorder was 2.7% (95% CI = 1.3% to 4.1%), narcissistic 
personality disorder was 1.6% (95% CI = 0.5% to 2.7%), 
borderline personality disorder was 0.6% (95% CI = 0% to 
1.3%), and antisocial personality disorder was 0.4% (95% 
CI = 0% to 0.9%). Among suicide attempters, the prevalence 
of each cluster B personality disorder was as follows: bor-
derline personality disorder was 34.08% (95% CI = 29.7% 
to 38.5%), histrionic personality disorder was 14.79% (95% 
CI = 11.5% to 18.1%), antisocial personality disorder was 
6.05% (95% CI = 5.6% to 6.5%), and narcissistic personality 
disorder was 3.81% (95% CI = 2.0% to 5.6%).

Regarding suicide attempters (n = 446), the mean age was 
36.6 (SD = 14.24) years; 83.9% lived in an urban area, 66.4% 
were women, and three quarters were living with a partner 
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(41.5%) or family of origin (35.4%). Each suicide attempter 
was diagnosed with a mean ± SD of 4.94 ± 2.53 or 0.81 ± 1.07 
(SD ± 1.07) personality disorders using the IPDE authors’ 
cutoff point or our adjusted cutoff point, respectively. Axis I 
psychiatric disorders were present in 395 patients (90.4% of 
the 437 patients for whom this information was available). 
The distribution of Axis I disorders was as follows: major 
depressive disorder (MDD) (current), 57.30%; major depres-
sion (recurrent), 31.34%; dysthymia, 10.06%; manic episode 
(current), 0.22%; manic episode (past), 2.98%; hypomanic 
episode (current), 0.45%; hypomanic episode (past), 5.05%; 
panic disorder without agoraphobia (current), 8.23%; panic 
disorder with agoraphobia, 5.94%; agoraphobia, 5.26%; so-
cial phobia, 8.46%; obsessive-compulsive disorder, 2.97%; 
generalized anxiety disorder (GAD) (current), 16.93%; al-
cohol dependence, 12.55%; alcohol abuse (current), 10.73%; 
substance dependence (current), 8.46%; substance abuse 
(current), 5.94%; psychotic disorder (current), 3.43%; psy-
chotic disorder (lifetime), 5.48%; anorexia nervosa, 3.43%; 
bulimia nervosa, 5.94%; and posttraumatic stress disorder, 
2.28%. Among suicide attempters diagnosed with narcis-
sistic personality disorder (n = 17), 5 were also diagnosed 
with substance dependence (current) (Fisher exact test 
[FET] P = .010). Furthermore, 9 were diagnosed with MDD 
(current), 4 with alcohol dependence, and 3 with MDD (re-
current), GAD (current), or substance abuse (current), but 
none of these associations was statistically significant. In 

addition, we found that, among the 17 patients (12 men and 
5 women) diagnosed with narcissistic personality disorder, 
7 also were diagnosed with paranoid personality disorder 
(FET P = .015), 7 with histrionic personality disorder (FET 
P = .007), and 4 with antisocial personality disorder (FET 
P = .015).

Suicide attempters diagnosed with antisocial, histri-
onic, and borderline personality disorder had significantly 
higher impulsivity than suicide attempters without these 
diagnoses. The mean ± SD total BIS scores for suicide at-
tempters diagnosed with antisocial personality disorder, 
histrionic personality disorder, and borderline personality 
disorder were 70.14 ± 14.0, 65.18 ± 18.2), and 65.66 ± 15.1,  
respectively. However, suicide attempters diagnosed with 
narcissistic personality disorder did not significantly dif-
fer from suicide attempters without narcissistic personality 
disorder on impulsivity measures. The mean ± SD total BIS 
scores for suicide attempters diagnosed with narcissistic 
personality disorder were 59.17 ± 22.3 versus 57.77 ± 16.7 for  
suicide attempters without narcissistic personality disorder 
(P = .738). Conversely, the mean ± SD expected lethality, as 
measured by the S1 factor of the SIS, was significantly higher 
in suicide attempters diagnosed with narcissistic personality 
disorder than in those attempters without narcissistic per-
sonality disorder (16.37 ± 34.2 vs 5.03 ± 8.5, P < .001). The 
mean ± SD expected lethality for attempters diagnosed with 
antisocial personality disorder, histrionic personality dis-
order, and borderline personality disorder were 7.11 ± 2.6, 
13.83 ± 12.7 and 4.64 ± 8.5, respectively (Table 1).

DISCUSSION

Suicidal behavior is a clinically significant but under-
estimated cause of morbidity and mortality in subjects 
diagnosed with narcissistic personality disorder. Currently, 
there are no reliable estimates of suicidal behavior for this 
population.20 The vast majority of information is based on 
theoretical formulations and clinical experience.5 There are 
virtually no empirical data on narcissistic personality dis-
order in suicide attempters. According to the psychological 
autopsy method, narcissistic personality disorder is also an 
infrequent diagnosis among those who completed suicide.1 
However, in a 15-year follow-up of hospitalized patients 
with borderline personality disorder, those diagnosed with 
comorbid narcissistic personality disorder or with narcis-
sistic traits had a higher probability of death by suicide than 
those without such comorbid diagnoses or traits.21

Our finding that 90.3% of patients who attempted sui-
cide had at least 1 Axis I disorder is in accordance with the 
literature.22 Hawton et al22 suggested that comorbidity of 
Axis I and Axis II disorders is increasingly recognized as a 
major factor in both suicide attempters and suicide. They 
also stressed that the impact of comorbidity on risk of sui-
cidal behavior may be attributable to specific characteristics 
(eg, aggression and impulsivity) that increase the likelihood 

Table 1. Differences in Lethality and Impulsivity in Suicide 
Attempters With Cluster B Personality Disorders
Personality 
Disorder n

Expected Lethality  
(Suicidal Intent Scale, S1)a t df P

Histrionic
No 375 12.95 ± 10.3 0.28 439 .795
Yes 66 13.83 ± 12.7

Antisocial
No 414 13.47 ± 11.0 0.66 439 .504
Yes 27 7.11 ± 2.6

Narcissistic
No 425 5.03 ± 8.5 −4.24 439 < .001
Yes 16 16.37 ± 34.2

Borderline
No 291 5.86 ± 11.6 1.13 439 .256
Yes 150 4.64 ± 8.5

Personality 
Disorder n

Impulsivity  
(Barratt Impulsiveness Scale)a t df P

Histrionic
No 378 56.54 ± 16.4 −3.88 442 < .001
Yes 66 65.18 ± 18.2

Antisocial
No 417 57.02 ± 16.8 −3.96 442 < .001
Yes 27 70.14 ± 14.0

Narcissistic
No 427 57.77 ± 16.7 −0.33 442 .738
Yes 17 59.17 ± 22.3

Borderline
No 292 53.74 ± 16.4 −7.44 442 < .001
Yes 152 65.66 ± 15.1

aMean ± SD.
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of suicidal behavior as well as the deleterious effects that 
personality disorders may have on the nature of psychiatric 
disorders. Another factor is likely to be the poorer social ad-
justment and capacity for function conferred by personality 
disorders when comorbid with Axis I disorders.

Narcissistic personality disorder was present in 17 pa-
tients (12 men and 5 women, 3.81%) in our sample of suicide 
attempters. Several studies investigating suicide attempters 
or completers used instruments assessing Axis II disorders, 
including narcissistic personality disorder or similar diag-
noses,23,24 but failed to find relevant results. This discrepancy 
may be explained by methodological differences between 
our study and those finding no relevant results or by the low 
prevalence of narcissistic personality disorder both in the 
general population and in samples of suicide attempters or 
completers. In addition, narcissistic personality disorder is 
not assessed in all studies. In some countries, such as those 
in the United Kingdom, the DSM classification is not widely 
used, and thus the diagnosis of narcissistic personality disor-
der may not have been included in some of the studies.

Subjects with narcissistic personality disorder are charac-
terized by a pathologically grandiose self-view, grandiosity, 
lack of empathy with others, self-involvement, unintegrat-
ed object relations, inconsistent superego functioning, and 
impaired affect regulation, among others.25 Furthermore, cli-
nicians have long known that such patients are emotionally 
fragile and prone to suicidal crises. Suicidal behavior may be 
a way to raise the fragile self-esteem of narcissistic subjects3 
as such behavior could give them the feeling that they have 
active mastery over their own lives.21 In our study, among 
suicide attempters with a diagnosis of cluster B personality 
disorder, those diagnosed with narcissistic personality disor-
der appear to be a specific subpopulation, which, in contrast 
to the remaining cluster B personality disorder sample, is 
not characterized by impulsivity and whose suicidal acts are 
characterized by higher expected lethality. Indeed, narcis-
sistic personality seems to be a clinical marker of elevated 
suicide risk, at least among depressed older adults.26

In addition, our results may help in understanding the 
complex relationship between impulsivity and lethality in 
suicidal subjects. Some authors aver that impulsivity and 
lethality are inversely associated during suicide attempts.6,7 
However, there is disagreement on this point. In a study with 
bipolar patients, Swann et al.27 found that impulsivity was 
highest in subjects with the most medically severe suicide 
attempts. As hypothesized, we found that suicide attempt-
ers diagnosed with narcissistic personality disorder did not 
significantly differ from suicide attempters without narcis-
sistic personality disorder on impulsivity measures, while 
attempters diagnosed with the remaining cluster B personal-
ity disorders did differ significantly on impulsivity measures 
from suicide attempters without the remaining cluster B 
personality disorders. Furthermore, the suicide attempts of 
subjects with narcissistic personality disorder were charac-
terized by greater expected lethality than those of attempters 

without narcissistic personality disorder. The concept of ex-
pected lethality might be a better index of the seriousness 
of a suicide attempt than medical lethality, because suicide 
attempters are often unaware of medical lethality or choose 
the method impulsively. Thus, impulsivity and expected  
lethality may better inversely correlate than impulsivity and 
(medical) lethality.

Dealing with suicidal patients is a challenging task for 
clinicians.18 Our findings indicate specific characteristics of 
suicidal behavior in suicide attempters with narcissistic per-
sonality disorder and may offer a basis for targeted therapies 
aimed at decreasing suicidal risk. A therapeutic approach 
like dialectical behavior therapy, which is useful for suicidal 
behavior in patients with borderline personality disorder,28 
remains unexplored in patients with narcissistic personality 
disorder. Such patients might benefit from help in learn-
ing to regulate their emotions and development of distress 
tolerance and interpersonal skills. In addition, clinicians 
should routinely incorporate discussions of life transitions 
into therapeutic work with those at risk for suicide.21

The main limitation of this study is the fact that we used 
a screening questionnaire to diagnose personality disorders. 
The IPDE-SQ was selected over other screening instruments 
because it is simple to use, places low burden on the patient, 
and training on its use is straightforward, which makes it 
suitable for an emergency department setting.10  Further-
more, to increase specificity, we used an adjusted cutoff 
point, a strategy previously used by others. In one study,29 
the authors considered 6 items to diagnose each personality 
disorder using the IPDE-SQ. In another, the authors added 
1 more criterion to the ones specified by the authors of the 
SCID-SQ.30 They found good concordance between the re-
sults of the adjusted cutoff of the SCID-SQ, the full SCID 
interview, and the diagnosis of personality disorder made 
by clinicians. Finally, we could control neither for Axis I nor 
for Axis II comorbidity. We found that narcissistic person-
ality disorder was significantly associated with substance 
dependence and with antisocial, histrionic, and paranoid 
personality disorder. However, since the narcissistic per-
sonality disorder group was very small (N = 17), we lacked 
statistical power to control for potential confounders, eg, 
Axis I psychiatric disorders or personality disorders. In ad-
dition, we did not use “pure” personality disorder categories 
(comprising attempters diagnosed with just 1 personality 
disorder) because individuals diagnosed with a personality 
disorder often and even usually have at least 1 comorbid 
personality disorder.31–34

On the other hand, our study has several strengths. First, 
all personality disorders naturally presenting among sui-
cide attempters evaluated at a general hospital emergency 
department were analyzed together. Second, a large popula-
tion of patients was recruited. However, even larger samples 
are necessary for a comprehensive evaluation of the char-
acteristics of suicide behavior in subjects with narcissistic 
personality disorder.
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