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Abstract

This study characterizes the personality disorder (PD) symptoms of patients who endorse a 

perplexing combination of low desire and high plans for suicide. Five PD (antisocial, narcissistic, 

borderline, dependent, avoidant) symptoms were examined at the junction of two suicide risk 

factors: a) suicidal desire/ideation and b) resolved plans/preparations. Participants (N=250) were 

recruited from U.S. Army Medical Center affiliated sites, including two outpatient clinics, an 

inpatient facility, and emergency room. Self-report measures of PD and suicide symptoms were 

administered. The interaction of desire and plans was entered into multiple regression equations 

predicting PD symptoms. Patients endorsing low desire and high plans for suicide reported 

significantly more antisocial and narcissistic, and fewer borderline, avoidant, and dependent PD 

symptoms. Our findings support the existence of patients who endorse suicide plans in the absence 

of strong suicidal desire, and suggest they display antisocial and narcissistic personality 

characteristics. Future directions and clinical implications are discussed.

Empirical findings suggest that suicidal symptoms may be represented by a 

multidimensional structure (Joiner, Walker, Rudd, & Jobes, 1999; Joiner et al., 2003). 

Specifically, suicidal symptoms can be adequately explained by a two-factor model 

consisting of a) suicidal desire and ideation (e.g., wish to die and not to live), and b) resolved 

plans and preparations (e.g., specificity of suicide plan; Beck, Brown, & Steer, 1997; Joiner, 

Rudd, & Rajab, 1997; Joiner et al., 2003). These findings have been useful both empirically 

and clinically as they suggest that suicide risk is dependent, in part, upon the individual’s 

levels on both factors (Joiner et al., 1999; see also Joiner, 2005). Therefore, those exhibiting 

low and high levels of both factors are considered at low and high risk for suicide, 

respectively, and high suicidal desire in the absence of particularly prominent symptoms of 

resolved plans and preparation does not indicate especially high risk for suicide (Joiner et 

al., 1999; 2003). What about the individuals with little desire for suicide and highly specific 

and detailed plans for suicide?

One would presume that these individuals are at high risk for suicide as notable symptoms 

of resolved plans and preparation are a more pernicious indicator of risk than the presence of 
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suicidal desire and ideation. This is because resolved plans and preparations encompasses a 

host of particularly worrisome risk factors that contribute to the ability for suicide (e.g., 

specific plans, actual preparatory behaviors, access to means for suicide; confidence in their 

ability to enact lethal self-harm; Joiner et al., 1999; 2003; Van Orden et al., 2010). This has 

been supported by research showing that suicide plan specificity, and not desire, is a main 

predictor of suicide attempt history and future suicidal behavior (Joiner et al., 1997, 2003). 

The interpersonal theory of suicide, which has garnered empirical support, is based on a 

similar factor structure of suicidal desire and ability for suicide (see Van Orden et al., 2010 

for details). These findings suggest that though both significant desire and plans are 

predictors of death by suicide, notable symptoms of resolved plans and preparation is a more 

pernicious indicator of risk. From this perspective, high levels of the resolved plans and 

preparation factor and the lack of significant symptoms of suicidal desire and ideation 

should confer elevated risk for suicide.

However, conceptually, this is somewhat counterintuitive. One would expect individuals not 

desiring to kill themselves to not act against their desires, particularly if the act is extremely 

difficult and fearsome, and therefore, not be at a great risk for suicide. If the individual does 

not desire suicide strongly, what is the purpose of reporting a specific and detailed plan for 

suicide?

One possibility is that these individuals utilize the reporting of detailed plans for suicide, in 

the absence of actual suicidal desire, as an instrument for personal gain. For example, an 

incarcerated individual may present with specific plans and preparations for a suicide 

attempt, not with the desire to die, but rather in an effort to obtain a desired outcome, such as 

a change in accommodation or prescribed medications. Alternatively, individuals may 

present with high plans and low desire for a suicide attempt due to a genuine sense of 

fearlessness about injury, including self-injury. For example, such individuals may adopt the 

perspective that if they wanted to die by suicide, they would be capable of such an act, apart 

from whether they desire death.

These patterns of behavior are consistent with the personality patterns of individuals with 

high levels of antisociality, borderline, and narcissistic PD, which are all significant risk 

factors for suicide (Blasco-Fontecilla et al., 2009; Ronningstam & Weinberg, 2013; Verona, 

Patrick, & Joiner, 2001). These three personality patterns share characteristic deficits in their 

ability to empathize with others, exaggerated, arrogant, or unstable self-view, excessive 

engagement in risk-taking behaviors, antagonism characterized by hostility or grandiosity, 

and an increased likelihood of engaging in deceitful and/or exploitive behaviors to 

manipulate others for personal gain (APA, 2013). For individuals with high levels of these 

traits, the effect of their behavior on others (e.g., attention from others; sense of excitement 

from interpersonal drama) is rewarding. The distinct presentation of both low desire and 

high plans for suicide may be a manifestation of the manipulation that is consistent with the 

nature of these psychopathologies.

To the authors’ knowledge, no research, to date, has examined the existence and 

characteristics of this subset of individuals expressing high plans and low desire for suicide. 

Greater understanding of the characteristics of this unique subset will be vital to clinicians 
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assessing suicide risk during risk assessments. Findings will also impact our understanding 

of suicide risk factors as the two-factor model of suicidal desire and plans serves as the 

foundation of many models of suicide, including the interpersonal theory of suicide (Joiner, 

2005) and the integrated motivational-volitional model of suicidal behavior (O’Connor, 

2011), and suicide risk assessment (Chu et al., 2015; Joiner et al., 1999).

Given the high base rates of suicide attempts and death by suicide and personality 

psychopathology in military populations (LeardMann et al., 2013), a young adult U.S. 

military personnel sample was selected as the foundation for examining this unique 

population. The primary goal of this study was to identify and characterize the antisocial, 

borderline, and narcissistic personality psychopathology of military members who endorse a 

unique combination of low desire and high plans for suicide. Avoidant and dependent PD are 

phenotypically distinct from antisocial, borderline, and narcissistic PD (Trull et al., 2012). 

Thus, avoidant and dependent PD were compared to antisocial, borderline, and narcissistic 

PD to determine whether it is the presence of PD symptoms or, more specifically, antisocial, 

borderline, and narcissistic PD that accounts for the presence of low desire and high plans 

for suicide. We hypothesized that compared to individuals who endorse other combinations 

of suicide desire and planning, individuals presenting with low desire and high plans for 

suicide would display more symptoms of antisocial, borderline, and narcissistic PD than 

avoidant and dependent PD.

Methods

Participants

Participants were 250 military members (82% male) with an average age of 22.2 years (SD 
= 2.77) recruited from four U.S. Army Medical Center affiliated sites (i.e., 2 outpatient 

clinics, an inpatient facility, and an emergency room) for a treatment efficacy study. The 

study targeted young adults at high risk for suicidality – individuals whose referrals were 

precipitated by a suicide attempt, and/or those suffering from a mood disorder, adjustment 

disorder, or alcohol use disorder with concurrent suicidal ideation (Rudd et al., 1996). Data 

regarding the amount of time spent in military service were unavailable. The participants 

were primarily non-Hispanic White (60%), 25.3% African American, 10.5% Hispanic, 1.5% 

Native American, and 1.2% Asian American. Based on the Diagnostic Interview Schedule 

(DIS; Blouin et al., 1988), the diagnostic breakdown was as follows: 40% major depressive 

disorder, 15% bipolar spectrum disorders, 13% anxiety disorders, and 5% schizophrenia 

spectrum disorders. 20% of the participants had comorbid posttraumatic stress disorder, and 

20% had comorbid substance use disorder (mean diagnoses = 3). 61.6% reported a history of 

at least one suicide attempt (n = 154) with the number of previous attempts ranging from 0 

to 50 (M = 1.23, SD = 3.52).

Procedures

Internal Review Board approval was obtained for this study. Patients were informed of the 

study objectives, screened and assigned into a treatment group. Following the provision of 

full, written, and informed consent, baseline data and assessment, which included the 

completion of self-report measures and diagnostic interviews, was conducted over the course 
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of one to two days. Follow-up assessments were completed at 1, 6, 12, 18, and 24-months. 

Presentation at baseline was reflective of individuals in crises and not indicative of typical 

functioning, thus distorting presentation of personality psychopathology. As such, data from 

the first follow-up time point (one month post baseline) were used. Patients were 

interviewed and evaluated by a consistent team of trained clinical staff, which included two 

licensed, doctoral-level psychologists, three licensed masters-level professionals, and one 

advanced-level doctoral student who provided no direct clinical care. For details, refer to 

Rudd et al. (1996).

Millon Clinical Multiaxial Inventory (MCMI; Millon, 1983)—The MCMI contains 175 

true-false items designed to assess psychopathology in psychiatric patients. These items 

correspond to 24 clinical scales. Millon (1983) established adequate test-retest reliability (.

88-.93) and validity (alpha = .67-.89) for the MCMI scales; others have reported good 

convergent validity (Craig & Olson, 2001) and utility in a variety of settings, including the 

military (Choca, Shanley & Van Denburg, 1992; Rudd & Orman, 1996). This study 

examined symptoms of five PDs: avoidant, dependent, borderline, antisocial, and narcissistic 

PD. All participants produced a valid MCMI profile. Notably, the DIS, which includes 

antisocial PD as a diagnosis, correlated strongly with MCMI antisocial scores (r = .89).

Modified Scale for Suicidal Ideation (MSSI; Miller, Norman, Bishop, & Dow, 
1986)—Based on Beck, Kovak, and Weissman’s Scale for Suicidal Ideation, the MSSI is an 

18-item clinician-administered measure assessing suicidal symptoms that occurred in the 

last year. Total scores range from 0 to 54 and higher scores indicate greater suicidal 

symptoms. Miller and colleagues (1986) reported adequate reliability (alpha coefficient = .

94), construct validity, and inter-rater reliability. Factor analyses conducted by Joiner, Rudd, 

and Rajab (1997) revealed two factors, Suicidal Desire and Ideation, and Resolved Plans and 

Preparation, as well as good psychometric properties (alpha coefficients = .88, .79, 

respectively). Symptoms comprising the suicidal desire factor include reasons for living 

(reversed), wish to die and not to live, frequency of ideation, passive attempt, desire for 

suicide, and talk of death or suicide (9 items, max = 27). In contrast, symptoms comprising 

the suicidal plans factor reflect a readiness to die by suicide and intense, acute ideation (e.g., 

sense of fearlessness about suicide, available means, preparation for an attempt, specificity 

of suicide plan; 7 items, max = 21). In this study, inter-rater reliability for the MSSI was 

unavailable due to limitations in resources. However, MSSI desire and plans showed positive 

correlations with self-reported depressive symptoms (BDI; r = .47, .42, respectively, both p 
<.001) and hopelessness (BHS; r = .43, .35, respectively, both p <.001), which were 

expected based on previous research (Miller, Norman, Bishop, & Dow, 1986).

Beck Depression Inventory (BDI; Beck & Steer, 1987)—The BDI is a 21-item 

inventory measuring depressive symptoms. The BDI possesses good psychometric 

properties, high levels of concurrent and construct validity, and high internal consistency 

(alpha coefficients = .81-.86; Beck & Steer, 1987). The BDI correlates highly with the newer 

version of this inventory, the BDI-II (Beck, Steer, Ball, & Ranieri, 1996). Coefficient alpha 

for the present study was .92.
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Statistical Approach

SPSS Statistics 22 was used. Given that this study was interested in individuals endorsing 

varying levels of desire and plans, the simple interaction effects of desire at high levels of 

plans were tested in relation to personality psychopathology. First, multiple regression 

analyses were used to examine the interaction between MSSI desire and plans for suicide as 

a predictor of five PD subscales of the MCMI: antisocial, borderline, narcissistic, dependent, 

and avoidant PDs. The interaction term was generated from MSSI desire and MSSI plans, 

both centered at their median. Significant interactions were interpreted post-hoc (Aiken & 

West, 1991). Specifically, the simple effects of MSSI desire at high (1SD above the median) 

levels of plans were probed. Predicted values of high and low MSSI desire and plans were 

generated from unstandardized regression coefficients. In all analyses, the following 

covariates were controlled: gender, age, and depressive symptoms. Expectation-

maximization was used to handle missing data, which were minimal (5% missing).

Results/Discussion

Multicollinearity was examined for all regression equations; tolerance and variance inflation 

factor values were within acceptable range (>.10 or < 10, respectively). Suppression was 

also examined for all regression equations; beta values were within acceptable range (Beta < 

zero-order correlation). All variables evidenced acceptable skew and kurtosis values. 

Univariate outliers (median +/− 2 interquartile ranges) were identified for antisocial PD and 

BDI total score. Outliers were addressed by bringing the score in question to the next 

highest value within two interquartile ranges. No bivariate outliers were identified. Of note, 

analyses were conducted with the outliers included and the pattern of findings remained the 

same. A post-hoc power analysis conducted using G*Power (Faul et al., 2007) indicated that 

this study, which had a sample size of 250, had sufficient power (.81) to detect a small effect 

size (f2 = .04).

Means, standard deviations, and intercorrelations between main study variables are 

presented in Table 1. Multiple regression analyses are summarized in Table 2. Overall, 

results indicated that MSSI desire and plans significantly interacted to predict MCMI 

antisocial (β = .62, p = .001),1 narcissistic (β = .71, p <.001), borderline (β = −.37, p = .04), 

dependent (β = −.51, p = .006), and avoidant (β = −.41, p <.001) PDs.

All significant interactions were probed. Results showed that decreases in desire are 

associated with significantly increased antisocial PD at high plans (β = −.29, p =.03, partial 

r2 (pr) = .02), and increased narcissistic PD at high plans (β = −.49, p <.001, pr = .06). 

Decreases in desire are associated with significantly decreased borderline PD at high plans 

(β = .37, p = .004, pr = .03), decreased dependent PD at high plans (β = .26, p = .05, pr = .

02), and decreased avoidant PD at high plans (β = .49, p <.001, pr = .06). Predicted PD 

values at the junction of MSSI desire and plans are presented (Table 3; Figure 1). Of note, 

item-level analyses indicated that items reflecting fearlessness and capacity for suicide 

1Of note, the pattern of findings remained the same when DIS antisocial PD score was entered into a regression equation as the 
dependent variable (β = .58, p = .002).
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loaded on MSSI plans, which supports our interpretations of low desire and high plans as a 

form of manipulation.

Given that one would expect individuals who report highly detailed and specific suicide 

plans to simultaneously reveal a strong desire for suicide, the notion of an individual 

presenting with highly detailed suicide plans, but low suicidal desire is somewhat 

counterintuitive. This presentation of high plans and low desire may make the assessment of 

suicide risk – an already daunting task – even more challenging for clinicians. Greater 

understanding of the personality characteristics of this subset may help clinicians better 

assess and manage suicide risk. Thus, this study sought to characterize the personality 

psychopathology of inpatients and outpatients presenting with low desire and high plans for 

suicide in a high-risk military sample. Consistent with expectations, results revealed 

significantly higher levels of antisocial and narcissistic PD symptoms among patients 

endorsing low desire and high plans for suicide. As predicted, this subset of individuals 

reported significantly fewer symptoms of avoidant and dependent PD. However, contrary to 

our hypothesis, this subset displayed significantly fewer symptoms of borderline PD – a 

point to which we will return.

These findings suggest that individuals demonstrating antisocial and narcissistic symptoms, 

and simultaneously presenting with low desire and high plans for suicide may do so to 

manipulate others for personal gain. If indeed manipulation is the explanation for the current 

findings, then one may wonder why this subset chooses to endorse a suicide plan when 

claiming ideation/desire may be an easier and, perhaps, equally effective, means of 

manipulating others. Given that many individuals exhibiting antisocial or narcissistic 

symptoms also exhibit erratic behavioral tendencies (Crawford, Cohen, & Brook, 2001), one 

hypothesis is that these individuals are attempting to gain some form of attention using 

suicide and are not fully informed about suicidality. In this case, a pattern where marked 

(salient and severe, i.e., plan for a suicide attempt) symptoms of suicidality are endorsed 

more than are less marked symptoms (i.e., desire not to live) is conceivable. Although the 

answer remains to be determined with further research, these individuals may present with 

high plans but relatively low desire.

Alternatively, this pattern of low desire and high plans may present among individuals 

suffering from a debilitating mental or physical condition, particularly those in the initial 

phases of the condition. In this case, while individuals may not desire death, they may view 

death by suicide as a preferable outcome to future suffering, and thus, develop a plan for 

suicide. These individuals may also present with lower levels of suicidal desire and 

significant suicide plans. Although this study examines manipulative personality traits as an 

explanation for this phenomenon, future studies exploring alternative explanations, such as 

the diagnosis of a terminal illness, are needed to draw conclusions regarding individuals 

presenting with this unique suicide risk profile.

Contrary to expectations, results indicated that individuals endorsing low desire and high 

plans for suicide did not report significantly greater symptoms of borderline PD. Though 

contrary to expectations, one possibility is that suicidality among individuals with symptoms 

of borderline PD tends to be genuine. Borderline PD is one of the strongest predictors of 
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suicidal behavior: approximately half of borderline PD patients have a minimum of one very 

severe suicide attempt, and the average number of lifetime suicide attempts is more than 

three (Joiner, Brown, & Wingate, 2005). Further, some research suggests that individuals 

with borderline PD symptoms exhibited little to no impairments in their ability to accurately 

judge others’ emotions (Wagner & Linehan, 1999), which indicates that borderline PD may 

be associated with fewer deficits in empathy compared to other PDs in cluster B. 

Additionally, research from the perspective of the Five Factor Model of Personality suggests 

that borderline personality disorder shares the same configuration of features (i.e., high 

neuroticism, low agreeableness, low conscientiousness) with cluster C PDs, including 

avoidant PD (Morey et al., 2002). Consistent with this research, the pattern of results for 

borderline PD appear to be more similar to that of cluster C avoidant and dependent PDs. 

Overall, these findings suggest that individuals with borderline PD symptoms may be less 

likely to report low desire and high plans for suicide as a means for manipulation and more 

likely to report genuine (and often high; Blasco-Fontecilla et al., 2009) desire for suicide.

While the findings from the present study support the existence of this subset, these findings 

should be interpreted in the context of limitations. For one, future studies would benefit from 

the use of measures of personality psychopathology symptoms that are consistent with the 

latest version of diagnostic criteria. Additionally, while the limited sample size of the 

population of interest is, in and of itself, informative, a larger sample is necessary to provide 

adequate power to test hypotheses regarding suicide risk. Relatedly, caution is warranted in 

generalizing the present findings beyond young adults in the military. Replication of these 

findings, not only in military samples, but also other, high-risk samples (e.g., prison inmates, 

civilian inpatients) would be useful for determining whether these findings are sample-

specific.

It is important to note that the current study did not compare suicide risk associated with the 

low desire/high plans presentation. In line with features associated with antisocial and 

narcissistic PD, including a sense of fearlessness, it is possible to imagine that such 

individuals adopt the perspective of “I could die by suicide, if I wanted to.” This 

unpredictable nature, which is associated with the nature of their personality 

psychopathology (APA, 2013), may suggest lower suicide risk, as they do not report the 

desire to die. However, their psychopathology and the availability of a suicide plan, which 

suggest high risk, make it difficult to predict suicide risk. Thus, should this subset of 

individuals exist in other samples, it would be useful for future studies to examine whether 

those who endorse low desire and high plans for suicide are at greater risk for engaging in 

suicide-related behaviors than those presenting with other combinations of suicidal desire 

and plans.

This was the first preliminary investigation to highlight a subgroup of individuals who 

exhibit characteristics that are important to acknowledge when examining suicide-related 

behaviors in civilian and military populations. This study was strengthened by the use of a 

multi-method assessment approach (i.e., self-reported personality disorder symptoms, 

clinician-rated suicidality). Further, given that suicide risk is typically elevated in military 

personnel, the use of a high-risk, clinical, military sample in the present study is notable.
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Crucially, this research may be implemented into clinical practice and existing suicide risk 

assessment protocols. The presence of significantly detailed plans and low desire for suicide 

should alert the clinician consider the patients presentation thoroughly, including the 

possibility of secondary gains, before concluding that the patient is at high risk for risk. This 

unique presentation may indicate the need for more thorough assessment and management 

of both personality disorder symptoms and suicide risk. Clinicians confronted with this 

seemingly counterintuitive suicide presentation may also find it useful to assess imminent 

suicide risk factors that have less face validity, and are therefore less susceptible to 

manipulation, such as agitation, marked irritability, sleep disturbances, significant weight 

loss, and social withdrawal (Busch Fawcett, & Jacobs, 2003; Robins, 1981). Appropriate 

actions may include the management of suicide risk and adjunctive treatments for PD 

symptoms.

The present study represents an effort to highlight the presence of select individuals who 

present with a unique constellation of suicide risk factors, namely low desire and high plans 

for suicide, and document their pattern of personality psychopathology. This study found 

that the presentation of low desire and high plans for suicide is associated with higher levels 

of antisocial and narcissistic PD symptoms. These findings directly impact suicide 

prevention and treatment protocol as knowledge of characteristics associated with low desire 

and high plans for suicide is important for clinical decision-making (i.e., risk assessment) 

and improving the specificity and efficacy of risk assessments in clinical health systems. As 

this is the first study to examine this subset of individuals, we look forward to further 

research efforts to determine the replicability and generalizability of these findings.
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Figure 1. 
Modified Scale for Suicidal Ideation (MSSI) Suicidal Desire and Ideation, and Resolved 

Plans and Preparations Factors, and Millon Clinical Multiaxial Inventory (MCMI) 

Personality Psychopathology Subscales. Graph depicts the predicted MCMI subscale scores 

by the interaction between MSSI Desire and MSSI Plans. Lines represent the five MCMI 

personality psychopathology subscales at high plans/high desire and high plans/low desire.
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