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Abstract

Two hundred ten patients with anxiety and depressive disorders were followed

up over 30 years. Personality status was assessed at baseline using the

Personality Assessment Schedule (PAS), an instrument that classifies personal-

ity disorder in a similar way to the new ICD-11 classification. Assessments of

suicidal behaviour were made at 5, 12 and 30 years and suicidal thoughts at

12 and 30 years and analysed by personality status, clinical diagnosis and

scores on the General Neurotic Syndrome Scale, a combined diagnosis of

mixed anxiety depression and personality dysfunction. Suicide attempts were

most frequent in the first 5 years of the study and reduced over time. Baseline

personality status was the best predictor of suicide attempts at 5 years

(no personality disorder 29.3%, personality disorder 51.6%, p = 0.006), and at

12 years (no personality disorder 11.9%, personality disorder 25.7%, p = 0.042),

but no important differences were found at 30 years, when comorbid mental

state disorder was the strongest predictor (p < 0.001). Similar but less marked

findings were found for the general neurotic syndrome. It is concluded that

the presence of personality disorder is a robust predictor of suicidal behaviour

in the shorter term but in the long-term comorbid pathology is a better

predictor.

INTRODUCTION

Suicide accounts for 1.5% of all deaths per year
(Fazel & Runeson, 2020). Despite great investment in
research and its great importance to public health,
there remains no simple clinical intervention that can
reliably reduce the incidence of suicide or suicidal
behaviour. Many factors, covering socio-economic,
clinical, spiritual, idiosyncratic personal and mental
state changes, are relevant to suicidal behaviour
(Harris & Barraclough, 1997; Hawton et al., 2003;

Lawrence et al., 2016; Spears et al., 2017). Personality
status has also been recognized to be important, but
almost all the data relate to one condition, borderline
personality disorder (Black et al., 2004; Leichsenring
et al., 2011).

In the course of planning a long-term study on the
outcome of common mental disorders, we carried out
assessments of personality status at baseline and recorded
details of suicidal behaviour at 5, 12 and 30 years of
follow-up. The main hypothesis tested with regard to
suicidal behaviour was that personality status would be a
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better predictor of such behaviour than mental illness
diagnosis and that this would persist over the
longer term.

Method

The Nottingham Study of Neurotic Disorder was initiated
in 1982. Between 1983 and 1987, two hundred ten
patients were recruited from general practice psychiatric
clinics, which were popular in the United Kingdom at
the time (Strathdee & Williams, 1984; Tyrer, 1984). All
the patients were seen in Nottingham and initially
involved in a randomized trial of treatments (Tyrer,
Murphy, et al., 1988). The eligible patients had a DSM-III
diagnosis of either generalized anxiety disorder (GAD),
panic disorder or dysthymic disorder (or any mixture
of these), determined by the administration of the
Structured Clinical Interview for DSM-III (Spitzer &
Williams, 1983), were on no active psychiatric treatment
at entry, had no history of schizophrenia, bipolar disorder
or alcohol or drug addiction, and gave informed consent.

Personality assessment was made at baseline using
the Personality Assessment Schedule (PAS) (Tyrer
et al., 1979; Tyrer & Alexander, 1979). The PAS is an
interview schedule carried out by a trained observer. It
takes about 45–60 min to complete and assesses
24 personality attributes, each on an 8-point scale. The
scores are subsequently classified into two groups, one to
assess severity, and the other to the type of personality
disturbance, and this predates the adoption of a similar
model in the ICD-11 classification of personality disorder
(Tyrer et al., 2019). The PAS is a combined categorical
and dimensional scale similar to the Schedule for Normal
and Abnormal Personality (SNAP) (Clark et al., 2014).
The assessments were made by previously trained inde-
pendent researchers (all psychiatrists) who had to
achieve good agreement with standard vignettes so when
assessed together agreement of at least 0.65 kappa was
reached using the PAS (Tyrer et al., 1990).

The categorical diagnoses were grouped into four on
the basis of a previous factor and principal components
analysis. At that time (1979), the categories in the PAS
were listed as antisocial, dependent (but subsequently
passive-dependent), inhibited (later anankastic) and
withdrawn (later schizoid) (Tyrer et al., 1990). The
categorical groups of personality from the DSM-III
classification were also recorded at baseline using a sepa-
rate algorithm derived from the individual items of the
PAS (Tyrer, Alexander, & Ferguson, 1988, pp. 166–167).
The same algorithm was used to assess DSM-III personal-
ity disorders when personality status was assessed at
12 and 30 years of follow-up.

General neurotic syndrome and personality
status

The three DSM diagnoses covering eligibility for the
study were formerly classified as neurotic disorders
before the introduction of DSM-III (American Psychiatric
Association, 1980). This notion of neurosis is inextricably
associated with the personality characteristics of nervous-
ness, tendency to mood swings with recurrent depressive
features, lack of self-confidence and self-esteem, a combi-
nation of pessimism and reluctance to take risks, and a
tendency to engage with others in a dependent role. Such
personality features are now included under the term
‘neuroticism’. Because this association is so common it
was formally named the ‘general neurotic syndrome’
(Andrews et al., 1990; Tyrer, 1985; Tyrer et al., 1992).
This is defined as a combination of mixed anxiety
and depressive symptomatology renamed as cothymia
(Tyrer, 2001; Tyrer et al., 2003), with dependent and
obsessional personality features, and with a history of a
first degree relative having similar symptoms (Tyrer
et al., 2016). It is one of a proposed group of Galenic
syndromes—closely entwined personality and mental
state diagnoses (Tyrer et al., 2022)—that is becoming
important in practice. In the Nottingham Study the
general neurotic syndrome was also postulated to have a
negative impact on the outcome of anxiety and
depressive disorders.

Comorbid mental pathology

The primary outcome at 12 and 30 years was the
presence or absence of a DSM disorder apart from minor
ones like adjustment disorders (Tyrer, Tyrer, Johnson, &
Yang, 2021). By examining suicidal behaviour separated
by DSM status, it was possible to determine the influence
of comorbid mental state aspects of this behaviour.

Statistical analysis

Personality disorder was defined as any condition
satisfying the ICD-11 criteria for the condition (Tyrer
et al., 2019). Conversion from the original PAS data had
been carried out earlier (Tyrer et al., 2014). Three levels of
status of general neurotic syndrome (GNS) were defined
by GNS score at <4 (no syndrome), 4–5 (possible
syndrome) and 6 and above (definite syndrome). The dif-
ferences in suicidal behaviour separated by baseline
personality disorder and GNS status, of mental state disor-
der at follow-up (DSM present or absent), and individual
baseline DSM personality disorder were presented in
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FIGURE 1 Numbers of patients seen over

the 30 year follow up

TABLE 1 Suicidal behaviour 0–5,
6–12 and 13–30 years follow-up by

baseline general neurotic syndrome

status

Suicide measures
GNS < 4 GNS 4–5 GNS ≥ 6

p valueaN (%) N (%) N (%)

0–5 years
Suicidal attempts (n = 201)

None 63 (63.6) 21 (67.7) 32 (45.1) 0.029

Once or more 36 (36.4) 10 (32.3) 39 (54.9)

6–12 years

Suicidal attempts (n = 189)

None 80 (86.0) 25 (80.6) 52 (80.0) 0.568

Once or more 13 (14.0) 6 (19.4) 13 (20.0)

Suicidal thoughts (n = 184)

None 63 (70.0) 19 (65.5) 34 (52.3) 0.079

Occasional to often 27 (30.0) 10 (34.5) 31 (47.7)

Suicide admission (n = 192)

None 86 (90.5) 29 (93.5) 60 (90.9) 1.000

Once or more 9 (9.5) 2 (6.5) 6 (9.1)

13-30 years

Suicidal attempts (n = 84)

None 33 (84.6) 15 (88.2) 18 (64.3) 0.088

Once or more 6 (15.4) 2 (11.8) 10 (35.7)

Suicidal thoughts (n = 88)

None 32 (76.2) 15 (83.3) 15 (53.6) 0.057

Occasional to often 10 (23.8) 3 (16.7) 13 (46.4)

Suicide admission (n = 84)

None 36 (92.3) 16 (94.1) 24 (85.7) 0.620

Once or more 3 (7.7) 1 (5.9) 4 (14.3)

Note: A GNS score of 4 or 5 indicates that the general neurotic syndrome is likely; one of 6 or more indicates
it is definite (Tyrer, 1989; Tyrer et al., 2016). Items in bold type indicate statistical significance.
aFishers exact test was used to provide the p values.
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percentages and tested using Fisher's exact test at the 0–5,
6–12 and 13–30 year periods, respectively. Two level
logistic models for repeated measures with patients at level
2 and time at level 1, were used to estimate joint impacts
of personality status on suicidal behaviours and thoughts
over time. There were three time periods for suicidal
attempts, and two time periods for suicidal thoughts and
admission. In the analysis, personality status, GNS level,
DSM status, time period indicators, age and sex were all
entered in the same model, which further estimate partial
effects of PD, GNS, DSM conditions and change of suicidal
behaviours over time by odds ratios with adjustment for
age and sex of patients. In another word, independent
effects of PD, GNS and DSM status and change over time
were estimated by the model.

IBM SPSS v19 and MLwiN 2.3 were used for
statistical analysis when required.

RECORDING OF SUICIDAL
BEHAVIOUR

After completion of the randomized trial those
participants who agreed to be followed up had three
further assessments in which suicidal behaviour was
examined. Their clinical notes in both primary and
secondary psychiatric care examined at 5 years, they were
interviewed in face-to-face meetings at 12 years and their
primary care notes examined, and at 30 years they were
interviewed at a face-to-face meeting only. Almost all
assessments were made by HT with occasional back-up
from PT. Personality diagnosis was determined by analy-
sis using the original algorithm; its results were not
known to the researchers.

Frequency of suicidal thoughts was recorded by ask-
ing the question; ‘have you had any thoughts about
suicide—of ending your life—recently?’ The answers
were recorded.

Results

Seventy-one of the patients had died by the time of the
30 year follow-up. Four of these died by suicide or
suspected suicide (open verdict), three with an initial
diagnosis of dysthymic disorder and one with generalized
anxiety disorder. Two of them committed suicide within
3 years of randomization. A separate analysis showed no
significant differences between those with personality
disturbance at baseline and those without (Tyrer, Tyrer, &
Yang, 2021). The missing data at 30 years were studied
carefully in connection with data at other time points
and it was concluded that it was appropriate to regard

them as ‘missing at random’ (Tyrer, Tyrer, Johnson, &
Yang, 2021).

The follow-up rates are shown in Figure 1. The details
of suicidal thinking and behaviour over the three periods
of follow-up, 5, 12 and 30 years separated by status on the
general neurotic syndrome and personality status at base-
line are shown in Tables 1 and 2. Suicide attempts were
significantly higher in those with the general neurotic syn-
drome (p = 0.029) in the first 5 year period, but not
actions, at the 12 year follow-up, with no important differ-
ences at 30 years. In those with personality disorder more
suicidal behaviour was shown after 5 years (55.7%) than in
those without personality disorder (34.9%) (p = 0.006)
(Table 2). This was true to a lesser extent at 12 years

TABLE 2 Suicidal behaviour by baseline personality

dysfunction

No PD PD
p valueaN (%) N (%)

0–5 years

Suicidal attempts (n = 196)

None 82 (65.1) 31 (44.3) 0.006

Once or more 44 (34.9) 39 (55.7)

6–12 years

Suicidal attempts (n = 184)

None 103 (88.0) 50 (74.6) 0.025

Once or more 14 (12.0) 17 (25.4)

Suicidal thoughts (n = 179)

None 78 (69.6) 35 (52.2) 0.025

Occasional to often 34 (30.4) 32 (47.8)

Suicide admission (n = 187)

None 113 (94.2) 57 (85.1) 0.060

Once or more 7 (5.8) 10 (14.9)

13–30 years

Suicidal attempts (n = 83)

None 37 (82.2) 28 (73.7) 0.426

Once or more 8 (17.8) 10 (26.3)

Suicidal thoughts (n = 87)

None 41 (80.4) 20 (55.6) 0.018

Occasional to often 10 (19.6) 16 (44.4)

Suicide admission (n = 83)

None 42 (93.3) 33 (86.8) 0.460

Once or more 3 (6.7) 5 (13.2)

Note: PD = personality disorder according to the ICD-11 classification
derived from original classification with the Personality Assessment
Schedule (PAS) (Tyrer et al., 2014). Items in bold type are statistically
significant.
aFishers exact test was used to provide the p values.

114 TYRER ET AL.



TABLE 3 Suicidal behaviour recorded by baseline DSM IV personality disorders

Baseline
Any suicidal attempt Any suicidal thought Any suicide admission

PD Status N (%) pa N (%) pa N (%) pa

0–5 years

Paranoid Absence 68 (39.5) 0.046

Presence 15 (62.5)

Schizotypal Absence 79 (41.4) 0.165

Presence 4 (80.0)

Schizoid Absence 78 (41.5) 0.287

Presence 5 (62.5)

Histrionic Absence 68 (40.2) 0.147

Presence 15 (55.6)

Antisocial Absence 71 (0.6) 0.166

Presence 2 (57.1)

Borderline Absence 70 (40.0) 0.064

Presence 13 (61.9)

Avoidant Absence 69 (39.4) 0.020

Presence 14 (66.7)

Dependent Absence 68 (38.9) 0.005

Presence 15 (74.1)

Obsessive compulsive Absence 72 (0.0) 0.034

Presence 11 (68.8)

Narcissistic Absence 75 (41.0) 0.160

Presence 8 (61.5)

6–12 years

Paranoid Absence 25 (14.5) 0.037 52 (33.5) 0.024 13 (8.0) 0.242

Presence 8 (33.3) 14 (58.3) 4 (16.7)

Schizotypal Absence 31 (16.2) 0.198 62 (35.6) 0.062 16 (8.8) 0.382

Presence 2 (40.0) 4 (80.0) 1 (20.0)

Schizoid Absence 31 (16.5) 0.624 61 (35.7) 0.147 17 (9.5) 1.000

Presence 2 (25.0) 5 (62.5) 0 (0)

Histrionic Absence 26 (15.4) 0.175 55 (35.9) 0.661 12 (7.5) 0.066

Presence 7 (25.9) 11 (42.3) 5 (19.2)

Antisocial Absence 25 (14.3) 0.011 56 (34.5) 0.337 13 (7.8) 0.105

Presence 8 (38.1) 10 (47.6) 4 (19.0)

Borderline Absence 24 (13.7) 0.003 53 (33.5) 0.016 13 (7.8) 0.105

Presence 9 (42.9) 13 (61.9) 4 (19.0)

Avoidant Absence 19 (13.5) 0.023 54 (34.0) 0.028 14 (8.4) 0.400

Presence 13 (28.9) 12 (60.0) 3 (15.0)

Dependent Absence 29 (16.6) 0.760 56 (34.8) 0.120 15 (8.9) 0.685

Presence 4 (19.0) 10 (55.6) 2 (10.5)

Obsessive–compulsive Absence 29 (16.1) 0.482 61 (35.5) 0.103 15 (8.7) 0.631

Presence 4 (25.0) 7 (63.6) 2 (13.3)

Narcissistic Absence 27 (1.8) 0.010 60 (36.1) 0.554 14 (8.0) 0.101

Presence 6 (46.2) 6 (46.2) 3 (23.1)

(Continues)

THE INFLUENCE OF PERSONALITY DISORDER IN PREDICTING SUICIDAL BEHAVIOUR IN COMMON MENTAL DISORDERS: A 30-YEAR STUDY 115



(p = 0.025), and after 12 years and 30 years suicidal
thoughts (p = 0.018), but not behaviour, were significantly
greater in those diagnosed with personality disorder at
baseline.

Baseline DSM-III personality status showed suicidal
attempts to be most prominent in paranoid and avoidant
personalities in the first 12-year period. Those with bor-
derline personality disorder had a marginally significant
increase in suicidal events in the first 5 years (p = 0.064),
increasing to a significant increase at 12 years (p = 0.003)
but not at 30 years. More suicidal thoughts were present
among those with paranoid, avoidant and borderline dis-
orders than others. After 12 years, all baseline personality
disorders had no impact on suicidal behaviour except for
dependent personality disorder which showed more sui-
cide thoughts than those without (p = 0.05). This group
had a a high proportion of suicide attempts during the
first 5 years (p = 0.005) (Table 3).

Those with a DSM diagnosis at 30 years had much
higher rates of suicidal admissions than at earlier times

(p = 0.006); these were a marked contrast to those with
baseline personality disorder (Table 4).

After adjusting for age, gender as well as personality
measures each other by joint time multivariate logistic
regression analysis, patients with personality disorder
were 2.69 and 2.89 times more likely to have suicidal
attempts and thoughts than those without PD over the
follow-up period. However, the presence of a DSM diag-
nosis over the longer follow-up period presented had a
markedly higher impact on suicidal behaviour than that
of PD after 5 years, with the adjusted odds ratio between
7.08 and 24.6, although overall, suicidal behaviour in
patients were significantly reduced over 30 years by 76%
to 89% (Table 5).

DISCUSSION

Although personality disorder and suicidal behaviour
have been linked frequently, this is one of the first studies

TABLE 3 (Continued)

Baseline
Any suicidal attempt Any suicidal thought Any suicide admission

PD Status N (%) pa N (%) pa N (%) pa

13–30 years

Paranoid Absence 14 (20.3) 0.491 18 (26.1) 0.109 6 (8.7) 0.617

Presence 4 (28.6) 7 (50.0) 2 (14.3)

Schizotypal Absence 18 (22.8) 0.572 24 (30.4) 1.000 8 (10.1) 1.000

Presence 0 (0) 1 (25.0) 0 (0)

Schizoid Absence 18 (23.1) 0.580 24 (30.8) 1.000 8 (10.3) 1.000

Presence 0 (0) 1 (20.0) 0 (0)

Histrionic Absence 13 (18.1) 0.055 19 (26.4) 0.079 6 (8.3) 0.286

Presence 5 (45.5) 6 (54.5) 2 (18.2)

Antisocial Absence 15 (20.8) 0.697 21 (29.2) 0.727 6 (8.3) 0.286

Presence 3 (27.3) 4 (36.4) 2 (18.2)

Borderline Absence 13 (18.6) 0.143 19 (27.1) 0.197 5 (7.1) 0.106

Presence 5 (38.5) 6 (46.2) 3 (23.1)

Avoidant Absence 14 (19.2) 0.212 20 (27.4) 0.159 6 (8.2) 0.246

Presence 4 (40.0) 5 (50.0) 2 (20.0)

Dependent Absence 14 (18.7) 0.063 20 (26.7) 0.050 6 (.0) 0.170

Presence 4 (50.0) 5 (62.5) 2 (25.0)

Obsessive–compulsive Absence 18 (23.7) 0.338 22 (28.9) 0.425 0 (0) 1.000

Presence 0 (0) 3 (42.9) 0 (0)

Narcissistic Absence 15 (19.2) 0.066 22 (28.2) 0.158 6 (7.7) 0.071

Presence 3 (60.0) 3 (60.0) 2 (40.0)

Note: DSM diagnostic status at baseline was recorded using the algorithm derived from the PAS scores (Tyrer, Alexander, & Ferguson, 1988). Items in bold type

are statistically significant.
aFishers exact test was used to provide p values.
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that has prospectively examined suicidal behaviour in all
types of personality disorder over a long period by face to
face assessments (except at 5 years). Most other studies
have examined data bases of recorded suicide and found
that there is still a risk of serious self-harm and suicide
long after an initial suicide event (Björkenstam
et al., 2015; De Moore & Robertson, 1996; Jenkins
et al., 2002), but few have carried out prospective studies
over a long period in which suicidal behaviour has been
monitored. One study by Paris and Zweig-Frank (1997)
involving a 27-year follow-up also found worse outcomes
in those with dysthymia, and this is consistent with our
findings with the general neurotic syndrome, where
dysthymia is a very prominent feature (Tyrer, Tyrer,
Johnson, & Yang, 2021). In the Nottingham Study,
patients were recruited with a DSM diagnosis of common
mental disorders and none were severely depressed or
suicidal at the time of baseline assessment. The findings
could therefore be regarded as representative of suicidal
behaviour in common mental illness.

Of the many studies reporting suicidal behaviour in
those with personality disorder, most have concerned
the borderline condition. There is considerable doubt
about the usefulness of borderline personality disorder
as a diagnosis (Livesley, 2021; Mulder et al., 2020;
Tyrer, 2009) and although it is clearly linked to self-harm
this behaviour is an unfortunate consequence of many
other personality disorders. The results of our study, and
that of Björkenstam et al. (2015), show that most
personality disorders are linked to suicidal behaviour.

TABLE 4 Suicidal behaviour in those with a DSM diagnosis at

12 and 30 years follow-up

DSM
absent

DSM
present

p valueaN (%) N (%)

6–12 years

Suicidal attempt (n = 184)

None 85 (87.6) 67 (77.0) 0.079

Once or more 12 (12.4) 20 (23.0)

Suicidal thoughts (n = 183)

None 76 (79.2) 39 (44.8) 0.000

Occasional to often 20 (20.8) 48 (55.2)

Suicide admission (n = 184)

None 91 (93.8) 76 (87.4) 0.201

Yes 6 (6.2) 11 (12.6)

13–30 years

Suicide attempt (n = 85)

None 36 (83.7) 31 (73.8) 0.299

Once or more 7 (16.3) 11 (26.2)

Suicidal thoughts (n = 89)

None 37 (80.4) 26 (60.5) 0.061

Occasional to often 9 (19.6) 17 (39.5)

Suicide admission (n = 83)

None 39 (100.0) 36 (81.8) 0.006

Yes 0 (0) 8 (18.2)

Note: Items in bold type are statistically significant.
aFishers exact test was used to provide p values.

TABLE 5 Suicidal behaviour and change over time from joint time multivariate logistic model analysis

Covariates

Suicidal attempt
(over 30 years) (N = 501)

Suicidal thought
(over 25 years) (N = 296)

Suicide admission
(over 25 years) (N = 296)

AOR (95% CI)a AOR (95% CI)a AOR (95% CI)a

GNS < 4 (ref) (ref) (ref)

GNS4–5 0.93 (0.31–2.77) 1.02 (0.28–3.65) 0.40 (0.04–4.18)

GNS ≥ 6 2.26 (0.99–5.20) 2.48 (0.89–6.90) 0.55 (0.10–3.03)

No PD (ref) (ref) (ref)

PD present 2.89 (1.33–6.29) 2.69 (1.07–6.76) 3.60 (0.76–16.9)

No DSM N/A (ref) (ref)

DSM present N/A 7.08 (3.34–15.0) 24.6 (8.73–69.5)

Period (0–5 years) (ref)

6–12 years 0.11 (0.07–0.17) (ref) (ref)

13–30 years 0.14 (0.07–0.25) 0.28 (0.15–0.53) 0.24 (0.12–0.48)

Note: PD present = personality disorder present at baseline. DSM present = a significant DSM diagnosis was present at follow-up from 12 years onwards. Items
in bold type are statistically significant.
aAll covariates were analysed jointly with adjusting for age and sex.

THE INFLUENCE OF PERSONALITY DISORDER IN PREDICTING SUICIDAL BEHAVIOUR IN COMMON MENTAL DISORDERS: A 30-YEAR STUDY 117



The finding that the presence of suicidal behaviour
lessens over time in those with personality disorder is
consistent with other evidence that personality status
often changes in the long-term (Lenzenweger et al., 2004;
Yang et al., 2021) and should not be regarded as an
ingrained condition. As the study found that other
comorbid mental disorders are much more relevant to
suicidal thoughts and actions in the 12–30 year period of
the study, there might be less attention paid to personal-
ity status and more to other comorbid pathology in the
prevention of suicide. We need to be reminded of the
strong evidence that the now-established treatments for
the borderline group do not in themselves reduce suicide
and only have a limited impact on reducing suicidal
behaviour in the shorter term (Hawton et al., 2016). All
personality disorders should be taken into account in
suicide reduction policies.

ACKNOWLEDGEMENTS
The Nottingham Study of Neurotic Disorder was
supported by grants from the Medical Research
Council, Mental Health Research Foundation, Jessie
Spencer Trust, Nicola Pigott Memorial Fund, and the
Trent Regional Health Authority. It was an NIHR
Clinical Research Network (CRN) Portfolio Study. We
thank Sylvia Teale and NHS Digital for help in tracing
patients.

CONFLICT OF INTEREST
PT was the Chair of the WHO ICD-11 Revision Group for
the Reclassification of Personality Disorders (2010–2017).
Neither of the other authors has any conflicts of interest
to declare.

ETHICS STATEMENT
Ethical approval for this follow-up study was granted by
Northampton Research Ethics Committee (12/EM/0331).

DATA AVAILABILITY STATEMENT
The study data are available from Peter Tyrer and
Min Yang.

REFERENCES
American Psychiatric Association. (1980). Diagnostic and statistical

manual of mental disorders DSM-III (3rd ed.). American
Psychiatric Association.

Andrews, G., Stewart, G., Morris-Yates, A., Holt, P., &
Henderson, S. (1990). Evidence for a general neurotic syn-
drome. British Journal of Psychiatry, 157, 6–12. https://doi.org/
10.1192/bjp.157.1.6

Björkenstam, E., Björkenstam, C., Holm, H., Gerdin, B., &
Ekselius, L. (2015). Excess cause-specific mortality in in-
patient-treated individuals with personality disorder: 25-year

nationwide population-based study. British Journal of Psychia-
try, 207, 339–345. https://doi.org/10.1192/bjp.bp.114.149583

Black, D. W., Blum, N., Pfohl, B., & Hale, N. (2004). Suicidal
behavior in borderline personality disorder: Prevalence, risk
and prevention. Journal of Personality Disorders, 18, 226–239.
https://doi.org/10.1521/pedi.18.3.226.35445

Clark, L. A., Simms, L. J., Wu, K. D., & Casillas, A. (2014). Schedule
for nonadaptive and adaptive personality—Second edition.
University of Notre Dame, Indiana.

De Moore, G. M., & Robertson, A. R. (1996). Suicide in the 18 years
after deliberate self-harm a prospective study. British Journal of
Psychiatry, 169, 489–494. https://doi.org/10.1192/bjp.169.4.489

Fazel, S., & Runeson, B. (2020). Suicide. New England
Journal of Medicine, 382, 266–274. https://doi.org/10.1056/
NEJMra1902944

Harris, E. C., & Barraclough, B. (1997). Suicide as an outcome for
mental disorders. British Journal of Psychiatry, 170, 205–228.
https://doi.org/10.1192/bjp.170.3.205

Hawton, K., Witt, K. G., Taylor Salisbury, T. L.,
Arensman, E., Gunnell, D., Hazell, P., Townsend, E., & van
Heeringen, K. (2016). Psychosocial interventions for self-harm
in adults. Cochrane Database of Systematic Reviews, 2016(5),
CD012189. https://doi.org/10.1002/14651858.CD012189

Hawton, K., Zahl, D., & Weatherall, R. (2003). Suicide following
deliberate self-harm: Long-term follow-up of patients who pres-
ented to a general hospital. British Journal of Psychiatry, 182,
537–542. https://doi.org/10.1192/bjp.182.6.537

Jenkins, G. R., Hale, R., Papanastassiou, M., Crawford, M. J., &
Tyrer, P. (2002). Suicide rate 22 years after parasuicide: Cohort
study. Bmj, 325, 1155. https://doi.org/10.1136/bmj.325.7373.
1155

Lawrence, R. E., Oquendo, M. A., & Stanley, B. (2016). Religion and
suicide risk: A systematic review. Archives of Suicide Research,
20, 1–21. https://doi.org/10.1080/13811118.2015.1004494

Leichsenring, F., Leibing, E., Kruse, J., New, A. S., & Leweke, F.
(2011). Borderline personality disorder. Lancet, 377, 74–84.
https://doi.org/10.1016/S0140-6736(10)61422-5

Lenzenweger, M. F., Johnson, M. D., & Willett, J. B. (2004). Individ-
ual growth curve analysis illuminates stability and change in
personality disorder features: The longitudinal study of person-
ality disorder. Archives of General Psychiatry, 61, 1015–1024.
https://doi.org/10.1001/archpsyc.61.10.1015

Livesley, W. J. (2021). Why is an evidence-based classification of
personality disorder so elusive? Personality and Mental Health,
17, 8–25.

Mulder, R. T., Horwood, L. J., & Tyrer, P. (2020). The borderline
pattern descriptor in the international classification of diseases,
11th revision: A redundant addition to classification.
Australian and New Zealand Journal of Psychiatry, 54,
1095–1100. https://doi.org/10.1177/0004867420951608

Paris, J., & Zweig-Frank, H. (1997). A 27-year follow-up of patients
with borderline personality disorder. Comprehensive Psychiatry,
42, 482–487. https://doi.org/10.1053/comp.2001.26271

Spears, B., Tyrer, H., & Tyrer, P. (2017). Nidotherapy in the success-
ful management of comorbid depressive and personality disor-
der. Personality and Mental Health, 11, 344–350. https://doi.
org/10.1002/pmh.1370

Spitzer, R., & Williams, J. B. (1983). Structured clinical interview for
DSM-III (1983 version). New York State Psychiatric Institute.

118 TYRER ET AL.

https://doi.org/10.1192/bjp.157.1.6
https://doi.org/10.1192/bjp.157.1.6
https://doi.org/10.1192/bjp.bp.114.149583
https://doi.org/10.1521/pedi.18.3.226.35445
https://doi.org/10.1192/bjp.169.4.489
https://doi.org/10.1056/NEJMra1902944
https://doi.org/10.1056/NEJMra1902944
https://doi.org/10.1192/bjp.170.3.205
https://doi.org/10.1002/14651858.CD012189
https://doi.org/10.1192/bjp.182.6.537
https://doi.org/10.1136/bmj.325.7373.1155
https://doi.org/10.1136/bmj.325.7373.1155
https://doi.org/10.1080/13811118.2015.1004494
https://doi.org/10.1016/S0140-6736(10)61422-5
https://doi.org/10.1001/archpsyc.61.10.1015
https://doi.org/10.1177/0004867420951608
https://doi.org/10.1053/comp.2001.26271
https://doi.org/10.1002/pmh.1370
https://doi.org/10.1002/pmh.1370


Strathdee, G., & Williams, P. (1984). A survey of psychiatrists in pri-
mary care: The silent growth of a new service. Journal of the
Royal College of General Practitioners, 34, 615–618.

Tyrer, P. (1984). Psychiatric clinics in general practice—An exten-
sion of community care. British Journal of Psychiatry, 145, 9–14.
https://doi.org/10.1192/bjp.145.1.9

Tyrer, P. (1985). Neurosis divisible? Lancet, 325, 685–688. https://
doi.org/10.1016/S0140-6736(85)91340-6

Tyrer, P. (1989). Classification of neurosis. John Wiley.
Tyrer, P. (2001). The case for cothymia: Mixed anxiety and depres-

sion as a single diagnosis. British Journal of Psychiatry, 179,
191–193. https://doi.org/10.1192/bjp.179.3.191

Tyrer, P. (2009). Why borderline personality disorder is neither bor-
derline nor a personality disorder. Personality and Mental
Health, 3, 86–95. https://doi.org/10.1002/pmh.78

Tyrer, P., & Alexander, J. (1979). Classification of personality disor-
der. British Journal of Psychiatry, 135, 163–167. https://doi.org/
10.1192/bjp.135.2.163

Tyrer, P., Alexander, J., & Ferguson, B. (1988). Appendix: Personal-
ity assessment schedule. In P. Tyrer (Ed.), Personality disorders:
Diagnosis, management and course (pp. 140–167). Wright.

Tyrer, P., Alexander, M. S., Cicchetti, D., Cohen, M. S., &
Remington, M. (1979). Reliability of a schedule for rating per-
sonality disorders. British Journal of Psychiatry, 135, 168–174.
https://doi.org/10.1192/bjp.135.2.168

Tyrer, P., Crawford, M., Sanatinia, R., Tyrer, H., Cooper, S.,
Muller-Pollard, C., Christodoulou, P., Zauter-Tutt, M.,
Miloseska-Reid, K., Loebenberg, G., Guo, B., Yang, M.,
Wang, D., & Weich, S. (2014). Preliminary studies of the
ICD-11 classification of personality disorder in practice.
Personality and Mental Health, 8, 254–263. https://doi.org/10.
1002/pmh.1275

Tyrer, P., Mulder, R., Kim, Y.-R., & Crawford, M. J. (2019). The
development of the ICD-11 classification of personality disor-
ders: An amalgam of science, pragmatism and politics. Annual
Review of Clinical Psychology, 15, 481–502. https://doi.org/10.
1146/annurev-clinpsy-050718-095736

Tyrer, P., Mulder, R., Newton-Howes, G., & Duggan, C. (2022).
Galenic syndromes: Combinations of mental state and
personality disorders too closely entwined to be separated.
British Journal of Psychiatry, 1–2. https://doi.org/10.1192/bjp.
2021.220

Tyrer, P., Murphy, S., Kingdon, D., Brothwell, J., Gregory, S.,
Seivewright, N., Ferguson, B., Barczak, P., Darling, C., &
Johnson, A. L. (1988). The Nottingham study of neurotic

disorder: Comparison of drug and psychological treatments.
Lancet, 332, 235–240. https://doi.org/10.1016/S0140-6736(88)
92535-4

Tyrer, P., Seivewright, H., & Johnson, T. (2003). The core elements
of neurosis: Mixed anxiety-depression (cothymia) and personal-
ity disorder. Journal of Personality Disorder, 17, 109–118.
https://doi.org/10.1521/pedi.17.2.129.23989

Tyrer, P., Seivewright, N., Ferguson, B., Murphy, S., Darling, C.,
Brothwell, J., Kingdon, D., & Johnson, A. L. (1990). The
Nottingham study of neurotic disorder: Relationship between
personality status and symptoms. Psychological Medicine, 20,
423–431. https://doi.org/10.1017/S0033291700017736

Tyrer, P., Seivewright, N., Ferguson, B., & Tyrer, J. (1992). The
general neurotic syndrome: A coaxial diagnosis of anxiety,
depression and personality disorder. Acta Psychiatrica
Scandinavica, 85, 201–206. https://doi.org/10.1111/j.1600-0447.
1992.tb08595.x

Tyrer, P., Tyrer, H., & Guo, B. (2016). The general neurotic syn-
drome: A re-evaluation. Psychotherapy and Psychosomatics, 85,
193–197. https://doi.org/10.1159/000444196

Tyrer, P., Tyrer, H., Johnson, T., & Yang, M. (2021). Thirty year out-
come of anxiety and depressive disorders and personality sta-
tus: Comprehensive evaluation of mixed symptoms and the
general neurotic syndrome in the follow-up of a randomised
controlled trial. Psychological Medicine, 1–10. https://doi.org/
10/1017/S0033291721000878

Tyrer, P., Tyrer, H., & Yang, M. (2021). Premature mortality of peo-
ple with personality disorder in the Nottingham study of neu-
rotic disorder. Personality and Mental Health, 15, 32–39.
https://doi.org/10.1002/pmh.1466

Yang, M., Tyrer, H., Johnson, T., & Tyrer, P. (2021). Personality
change in the Nottingham study of neurotic disorder: 30 year
cohort study. Australian and New Zealand Journal of Psychia-
try, 56, 260–269. https://doi.org/10.1177/00048674211025624

How to cite this article: Tyrer, P., Tyrer, H., &
Yang, M. (2022). The influence of personality
disorder in predicting suicidal behaviour in
common mental disorders: A 30-year study.
Personality and Mental Health, 16(2), 111–119.
https://doi.org/10.1002/pmh.1543

THE INFLUENCE OF PERSONALITY DISORDER IN PREDICTING SUICIDAL BEHAVIOUR IN COMMON MENTAL DISORDERS: A 30-YEAR STUDY 119

https://doi.org/10.1192/bjp.145.1.9
https://doi.org/10.1016/S0140-6736(85)91340-6
https://doi.org/10.1016/S0140-6736(85)91340-6
https://doi.org/10.1192/bjp.179.3.191
https://doi.org/10.1002/pmh.78
https://doi.org/10.1192/bjp.135.2.163
https://doi.org/10.1192/bjp.135.2.163
https://doi.org/10.1192/bjp.135.2.168
https://doi.org/10.1002/pmh.1275
https://doi.org/10.1002/pmh.1275
https://doi.org/10.1146/annurev-clinpsy-050718-095736
https://doi.org/10.1146/annurev-clinpsy-050718-095736
https://doi.org/10.1192/bjp.2021.220
https://doi.org/10.1192/bjp.2021.220
https://doi.org/10.1016/S0140-6736(88)92535-4
https://doi.org/10.1016/S0140-6736(88)92535-4
https://doi.org/10.1521/pedi.17.2.129.23989
https://doi.org/10.1017/S0033291700017736
https://doi.org/10.1111/j.1600-0447.1992.tb08595.x
https://doi.org/10.1111/j.1600-0447.1992.tb08595.x
https://doi.org/10.1159/000444196
https://doi.org/10/1017/S0033291721000878
https://doi.org/10/1017/S0033291721000878
https://doi.org/10.1002/pmh.1466
https://doi.org/10.1177/00048674211025624
https://doi.org/10.1002/pmh.1543

	The influence of personality disorder in predicting suicidal behaviour in common mental disorders: A 30-year study
	INTRODUCTION
	Method
	General neurotic syndrome and personality status
	Comorbid mental pathology
	Statistical analysis


	RECORDING OF SUICIDAL BEHAVIOUR
	Results

	DISCUSSION
	ACKNOWLEDGEMENTS
	CONFLICT OF INTEREST
	ETHICS STATEMENT
	DATA AVAILABILITY STATEMENT

	REFERENCES


