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Introduction: The Development of  the Concept of Personality Disorders 
The concept of personality disorder dates back to ancient times. In the 5th century 
B.C., Hippocrates put forward the humoral hypothesis. He defined two typologies: a 
short and sturdy stature called habitus apolepticus, and a tall and thin stature called 
habitus phthysicus. He later hypothesized that there are four types of liquids (humor), 
in the body, and the different temperaments stem from varying distributions of these 
liquids. These humors are black bile (melancholic mood), yellow bile (choleric 
habitus) , phlegm (phlegmatic mood), and blood (sanguine mood). The basis of this 
formulation is the suggestion that personality is  a structure to be evaluated by a 
dimensional approach. Every human being has a mixture of these four liquids  that 
determine the personality type ( Lion, 1982; Tyrer and Ferguson, 1988)

Theophrastus, Aristotle’s  student (4th century BC), studied personality disorders with 
a descriptive approach that could be envied by contemporary authors. There is a 
close similarity between Theophrastus’ personality types and the personality 
disorders of ICD and DSM categories. Among the 30 personality types that 
Theophrastus defined were: flattering, chattering, vulgar, submissive, liar, stingy, 
unstable, idiot, fussy, aggressive, distrustful, boasting, arrogant, coward, tyrant 
( Perry and Vaillant, 1989). The “distrustful man” is  markedly parallel to the DSM or 
ICD paranoid personality disorder, which displays feelings of being exploited and 
deceived by others.

In the 19th century, the concept of “moral insanity” could be considered as the 
antecedent of today’s personality disorders. James C. Prichard (1786-1848), a British 
physician, initially mentioned moral insanity in 1837 and defined it as “a pathological 
deviation in impulses, moral attitudes, mood, intentions, emotions  and natural 
senses, without hallucinations and delusions and with no impairment in  intellect, 
knowledge and intuition.” In the 19th century, there was great debate among 
clinicians and lawyers over the eligibility of these individuals for legal punishment. 
Henry Maudsley (1835-1918) stated that it is difficult to persuade public opinion that 
these individuals have something other than an intentional wickedness, since they do 
not show a major pathology in the mental status examination. Therefore moral 
insanity had a weak place among mental disorders of that time, like dementia, mental 
retardation and demence precoce. 

In the beginning of the 20th century, psychoanalytic theory as  well as the descriptive 
approach by Kraepelin had  powerful influence in psychiatry. According to Kraepelin 
(1856-1926), personality disorder is a pathological mental condition, stemming from 
the odd structuring of the personality. Kraepelin gave examples from paranoid, 
antisocial and hypochondriac personality disorders in his case conferences. Later, 
other major members of the German School of Psychiatry, Kretschmer (188-1964) 
and Schneider (1887-1967) made significant contributions  to the concept of 
personality disorders. 
Schneider collected personality disorders  under the category of “Psychopathic 
Personalities.” He published monographs in 1923,in which he defined 10 different 
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psychopathic personalities: 1) hyperthermic 2) depressive 3) distrustful (two 
subtypes: sensitive and anancastic) 4) fanatic 5) self seeking 6) emotionally 
imbalanced 7) explosive 8) unemotional 9) weak willed 10) asthenic. Even though 
these groups seem to be rational, they are based in common features  of human 
nature and thus are difficult to use in clinical practice. Here, the term psychopathy is 
used in a general context of personality disorder, whereas it is used in later Anglo-
Saxon literature to define the current antisocial personality disorder. 

Kretschmer pointed to the link between mental disorders and bodily constitution 
centuries after Hippocrates, but in a similar way. He wrote, for example, that manic 
depressives are short and stout (pyknic), while schizophrenics are tall and thin. 
Regarding personality, temperament and predisposition for mental disorders, 
Kretschmer said that psychopathology can be determined, and might be prevented, 
by examining the links  between constitution, temperament, character and “chemical 
status.” The spectrum concept can be traced until today in the relationships of the 
pyknic-type to cyclothymic personality and to manic depressive (bipolar) disorder and 
the leptosome type to schizoid personality or schizophrenia. 

Psychoanalytic theory made major contributions to the understanding of personality 
disorders. Freud, in his paper titled “Character and Anal Erotism” (1908) stated that 
orderliness, parsimony and obstinacy are main personality features  in anal 
personality, which is related to the anal zone that became erotogenic during the 
period when the child had toilet training and gained sphincter control. Freud also 
stated that permanent character traits are either direct manifestations of primary 
drives or defense mechanisms, like the orderliness as a reaction formation for the 
anal sadistic drive (Freud, 1908). 

Franz Alexander, while studying the neurotic character in 1930, differentiated 
between character neurosis and symptom neurosis. Later, Horney, Fromm and Reich 
wrote on personality, personality analysis and intersection points of neuroses. Kohut 
and Kernberg studied narcissistic and borderline personality organization from an 
object relations perspective, and provided major insights into the psychotherapy for 
personality disorders (Ozturk and Ulusahin, 2008). 

Definitions
Personality is defined as ingrained patterns of thinking, feeling and behavior that 
have their roots in structural and developmental factors and social experiences. 
Personality also determines the life style and adaptive models  specific to the 
individual (de Giralomo and Reich, 1993). The meaning of the word “person” is 
“mask,” or one’s  style of relating to others  and behavior that is visible to others in the 
social sphere.

Personality is stable over time, and is frequently compared to temporary or short-term 
characteristics  of an organism or a person. Personality is  the sum of stable 
(permanent), usual, familiar and repetitive behavior patterns. As stated in DSM-III-R 
(APA, 1987), personality traits  are emphasized parts of the personality, and they don’t 
always indicate a pathology. 



Personality disorder is defined as “patterns of ingrained and permanent behavior 
characterized by rigid responses to different personal and social situations.” The 
person shows a marked or serious  deviation from the average individual’s perception, 
thinking, feeling, and especially behavior pattern in relating to others. These features 
are permanent in different spheres of life. They frequently cause problems with social 
functioning and distress in work and academic life.

Mental state (symptoms, clinical picture), diagnostic criteria
Personality disorders are a group of mental disturbances  defined by the classification 
systems such as  ICD-10 or DSM-IV. In DSM-IV, they are defined as "enduring 
pattern[s] of inner experience and behavior" that are sufficiently rigid and deep-
seated to bring a person into repeated conflicts with his or her social and 
occupational environment. DSM-IV specifies that these dysfunctional patterns must 
be regarded as  nonconforming or deviant by the person's culture, and cause 
significant emotional pain and/or difficulties in relationships and occupational 
performance. In addition, the patient usually sees the disorder as being consistent 
with his  or her self-image (ego-syntonic), and may blame others for his or her social, 
educational, or work-related problems (APA, 1994). 

To meet the diagnosic criteria of personality disorders, the patient's problematic 
behaviors must appear in 2 or more of the following areas: 

• perception and interpretation of the self and other people 
• intensity and duration of feelings and their appropriateness to situations 
• relationships with others 
• ability to control impulses 

A personality disorder can negatively affect a person's work, personal and social life. 
Patients experience disturbances in self-image, self-control, ability to form successful 
interpersonal relationships, appropriateness of emotion, perception the world, and 
impulse control. They usually exhibit a pervasive pattern of behavior and inner 
experience that is quite different from the norms of the society they are living in.
The figures on the prevalence of personality disorders differ in various studies, due to 
the use of different criteria and diagnostic measures. Personality disorders are 
difficult to diagnose in community surveys because of the low diagnostic validity of 
this  group. The prevalence of any personality disorder in studies conducted in large 
community samples is between 10.0 and 14.8%  (Torgersen 2005). Individuals with 
personality disorders  generally seek treatments from healthcare organizations 
because of general medical conditions or a comorbid Axis I ( major psychiatric) 
disorder, or a crisis situation such as self mutilation, suicide attempts and disability.
Those who present to primary care units might have mental conditions and/ or 
disorders as follows: 

• Alcohol and/or substance abuse, dependency, withdrawal (mostly antisocial, 
borderline personality disorders)  

• Depression (mostly borderline, narcissistic, obsessive compulsive, avoidant 
personality disorders)  

• Anxiety symptoms or disorders (mostly anxious, avoidant, borderline personality 
disorders)  
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• Problems in interpersonal relationships or treatment compliance, problems in 
frustration tolerance in medical care and doctor-patient relationship (mostly, 
borderline, narcissistic, antisocial, paranoid personality disorders)

The lack of objective basic findings on the etiology of mental disorders makes it 
difficult to classificay these conditions in same way as diseases affecting other 
systems. Since Kraepelin, mental disorders are classified according to the symptoms 
and symptom patterns, as well as the natural course and prognosis of the disorder. 
Major classification systems are trying to develop more objective criteria to ensure 
diagnostic validity. However, personality disorders remain one of the most 
problematic groups to classify due to the subjective nature of criteria based on 
interpersonal issues and inner phenomena. Therefore, diagnosis in personality 
disorders might also be influenced by stereotypes and bias. 
After the publication of DSM-I by the American Psychiatric Association in 1952, 
personality disorders were categorized under the headings of personality pattern 
disturbance and personality trait disturbance. At that time, the psychoanalytic school 
had a major influence on clinicians. Later, starting with DSM-III (1980), personality 
disorders were placed in Axis II, under 3 clusters. 

• Cluster A (paranoid, schizoid, schizotypal): Patients  appear to be odd or 
eccentric to others and they are suspicious, socially indifferent and eccentric. 

• Cluster B (antisocial, borderline, histrionic, narcissistic) Patients appear to 
be disagreeable, unstable, attention-seeking and self-cantered in nature. 
Patients are seen as erratic/impulsive, overly emotional, or self-dramatizing to 
others. 

• Cluster C (avoidant, dependent, obsessive-compulsive) Patients are 
anxious and fearful. Patients appear tense, inhibited, submissive and  
perfectionist to others. 

The clustering system does not mean that all patients can be fitted neatly into one of 
the three clusters. It is possible for patients to have symptoms of more than one 
personality disorder or to have symptoms from different clusters. 
The categorization of diseases worldwide dates back to 1893, titled International List 
of Causes of Death adopted by the International Statistical Institute. The World 
Health Organization (WHO) took over the publication of ICD-6 in 1948, based on 
mortality and morbidity statistics driven from international data. Recently, there have 
been efforts to bring ICD and DSM categories closer. In ICD-10 (1990), the 
nomenclature for personality disorders is different from that in the DSM IV. The 
behavioral characteristics comparing two main classifications are summarized in 
Table 13.1.  According to ICD-10, personality disorder is  a severe disturbance in the 
characterological constitution and behavioral tendencies  of the individual, usually 
involving several areas of the personality, and nearly always associated with 
considerable personal and social disruption. Personality disorder tends to appear in 
late childhood or adolescence and continues to be manifest into adulthood. 
Personality disorders are pervasive disorders with chronic course, which can greatly 
affect a person's life.  

Some diagnostic problems of the categorical approach can be avoided by the 
dimensional approach, which utilizes tests and inventories such as the Eysenck 
Personality Inventory, Minnesota Multiphasic Personality Inventory, or Millon 
Multiaxial Clinical Inventory. Through these tools, a personality profile is  obtained that  



describes features such as extrovert, introvert, neurotic, adaptive, and emotional. The 
dimensional approach is  especially useful for people who do not fulfill the criteria of 
categorical systems, but still have a certain degree of psychopathology and distress. 
However, more severe clinical pictures, forensic cases, and determinations for 
treatment and Social Security reimbursements would demand a categorical approach 
that is  valid across different cultures. Although they have been accepted as a clinical 
entity since ancient times and classified in major categorical disease systems, 
personality disorders  still need greater attention in both research and clinical 
experience.

Differential diagnosis
The nonpsychotic disorders (neurotic disorders, in former classifications) and 
psychotic disorders should be ruled out or diagnosed as comorbid with personality 
disorders in the process of differential diagnosis. 

Anxiety, depression, somatic complaints, obsessions and compulsions, and other 
nonpsychotic symptoms could be present in individuals with personality disorders. 
The major difference between nonpsychotic Axis I disorders and personality 
disorders is the fact that individuals with PD complain about others, not themselves, 
and expect others to adjust to their expectations and behaviors. Those with neurotic 
features complain about their own problems and want to be relieved from the 
symptoms.

Reality testing, perception and thought processes are impaired in psychotic 
disorders. Transient psychotic symptoms and attacks are seen in borderline, 
schizotypal and paranoid personality disorders. A dual diagnosis  is  made in these 
patients. A patient’s defense mechanisms sometimes make it difficult to differentiate 
between psychotic disorders  and PD, since the same level of defense mechanisms—
such as primitive defenses (e.g., denial, incorporation, splitting)—might be utilized by 
some patients with Cluster A and B personality disorders.
In a suicidal patient, the differential diagnosis between major depression and 
borderline personality disorder should be made by a psychiatrist through assessing 
the illness and treatment history, interpersonal relationships, and the presence of 
instability in personal, academic, and work spheres. The differential diagnosis 
between personality disorders themselves  could be made according to ICD or DSM 
criteria.

Course, Prognosis, Outcome
Personality disorders are described as having an onset in adolescence and early 
adulthood, and the behavior and other symptom patterns have a long duration (APA, 
2000). Later research findings show that symptoms of personality disorders tend to 
abate in time. (Lenzenweger et. al., 2004). Other studies indicate that personality 
psychopathology improves  over time at a significant rate; maladaptive personality 
traits are more stable than personality disorder diagnoses. 

Although the frequency of a personality disorder diagnosis decreases, residual 
characteristics  can be present in the form of enduring functional impairment, 
behavioral problems, decreased quality of life, and ongoing Axis  I psychopathology. 
The improvement in personality psychopathology may also be associated with 
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reduction in personal and social burden as the individual ages and has less 
responsibility in duties of breadwinning, rearing children and building a career 
(Skodol, 2008). Those patients who have a comorbid depressive disorder need a 
longer time for remission from major depressive episode (Grilo et. al., 2005).  
Prognosis for personality disorders is more favorable when appropriate care is 
obtained. Treatment modalities such as pharmacologic treatment and 
psychotherapies within the contexts of outpatient, partial inpatient and inpatient 
treatment settings are used in a long term stable treatment alliance ( Gunderson et. 
al., 2005).

Treatment: biological and other therapies 
Treatment of personality disorders can be organized in different modalities and in 
different settings. Those who are diagnosed as PD generally present to health care 
services due to an Axis I disorder, a crisis situation, or a legal problem. Research on 
Axis  I comorbidity of personality disorders show prevalence rates of Axis I disorders 
to be 13 to 70 % in personality disorder samples (Torgersen, 2005). It is more difficult 
to treat patients with personality disorders, and to keep them in treatment.
Treatment goals in the PD population are crisis intervention, symptom reduction, 
stabilization of behavioral problems, social rehabilitation, and psychic development. 
The presence of severe Axis I disorders, suicidality, criminal behavior, aggressive 
acts against others, self-mutilative behavior, impulsivity, or substance abuse would be 
the major reasons for referral to specialist care and hospitalization. In these cases, 
medication and intensive treatment would be indicated during the hospital stay if 
necessary. The hospital setting would provide containment and separation from the 
stressful environment for a longer duration (2 to 3 months), where possible. After the 
stabilization of the patient, he or she can be referred to a partial/day  hospitalization 
facility to improve coping skills  and social rehabilitation. The next step is 
programming outpatient care for the development of interpersonal, behavioral and 
vocational skills (Gunderson et. al., 2005).

Personality disorders make up 15 to 30 % of patients who receive care in general 
medical settings. These patients seem to make greater demands on services, and 
are generally labeled as “problem patients” because of their sensitivity in 
interpersonal relationships, inconsistency, and lack of adherence to treatment. There 
is  significant benefit when these patients are identified early and referred to specialist 
mental health care when needed (Tyrer, 2005).

Personality disorder is  often regarded as resistant to treatment, and limited treatment 
is  offered. This  may be a pessimistic attitude, as relief and personal growth can occur 
in a person who voluntarily seeks treatment. It is true that medication is  generally 
helpful in treating current clinical syndromes associated with personality disorders 
rather than the disorder itself. Drugs have the potential to calm down the patient and 
to enhance the therapeutic alliance. The neurobiological etiology of personality traits 
may provide a theoretical basis  for a selective medical treatment of the patient 
(Siever and Davis, 1991) 

As previously mentioned, the DSM system describes  clusters for personality 
disorders. Cluster A is  characterized by quasi-psychotic symptoms, including mild 
thought disorders, perceptual alterations, odd behaviors, and negative symptoms 



such as  blunted affect and  lack of motivation. Although not DSM-IV criteria, impaired 
neuropsychological functions such as attention, learning, and working memory 
certainly contribute to these patients’ impairments. Because these individuals share 
(though often to a lesser extent) many of the neurobiological, neuroanatomic, and 
neuropsychological findings in schizophrenia, it is reasonable to suppose that 
antipsychotic agents would show some degree of efficacy in Cluster A personality-
disordered individuals. 

Cluster B is  characterized by often intense emotional states and mood lability, and 
may be related to Axis I diagnoses of unipolar and bipolar affective disorders. 
Accordingly, antidepressant medications and mood-stabilizing medications may 
address these symptoms. 

Cluster C individuals tend to be chronically anxious and worried about a number of 
real or imagined situations. Medications that primarily act to alleviate anxiety would 
be most logical from this perspective. In addition to these DSM clusters, there might 
be three symptom clusters amenable to pharmacological treatment: 

(1) affective dysregulation  
(2) impulsive-behavioral dyscontrol (impulsive aggression, self-injurious behavior, 

binge eating, risk-taking/sensation seeking, substance abuse/dependence)
(3) cognitive perceptual abnormalities (paranoia, illusions, suspiciousness, 

derealization, depersonalization, micropsychotic episodes)

Although there are some differences among pharmacotherapies for personality 
disorders, there are also common issues, such as focusing on the treatment of 
comorbid disorders like depression, anxiety, substance abuse, and psychotic 
syndromes. Medication may especially have a place in symptom relief (e.g., 
antidepressant drugs have a place in relieving anxiety and distress, even in the 
absence of full major depressive disorder). Paradoxically, one of the most 
problematic things may be asking a patient about symptoms such as sleep, appetite, 
sex drive without sending potentially “harmful” messages like: (1) it is  possible for a 
medication to prevent me from ever feeling bad; (2) understanding why I am having 
these feelings is not important; or (3) this doctor cannot hear or is  not really 
interested in my feelings. Avoiding benzodiazepines is a must because of their 
potential for abuse. Irritability may be helped by a trial of a mood stabilizer or a low 
dose antipsychotic agent. 

In personality-disordered individuals, pharmacotherapy should usually be viewed not 
as the only component of treatment, but in combination with any number of 
psychotherapy modalities. A combined approach is likely to be the most effective for 
a successful treatment. Different psychosocial interventions are also indicated for 
personality disorders in general; however, certain modalities are more suitable for 
different personality disorders. Psychoeducation, family therapy, group therapy, 
supportive psychotherapy, interpersonal therapy, dialectical behavior therapy, 
psychodynamic psychotherapy and psychoanalysis  are used for different types of 
personality disorders according to the clinical picture, mental strength, and support 
system (Oldham et al., 2005). Empathic understanding, forming trust, and a firm 
therapeutic alliance are major components  of any type of treatment in this population. 
Boundary issues have to be addressed, and consultation with a psychiatrist and a 
psychotherapist might be needed. 
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 Table-1  Diagnostic features of personality disorders

Behavioral Characteristics
Personality Disorder

DSM-IV ICD-10
Suspicious and tend to reinterpret experiences in a 
negative way; continually looking for trickery and 
abuse. Neutral or even friendly-meant actions of 
other people can be seen as hostile or threatening.

Paranoid Paranoid 

Shows great social detachement and is restricted in 
emotional expressions and is indifferent to emotional 
expressions of others and not interested in social 
relationships. They are not even interested in sexual 
relations and mostly do not suffer from their disorder.

Schizoid

Schizoid 
Lack social and interpersonal skills, unable to have 
close social relationships and feel discomfort in 
social situations. Displays strange, bizarre behaviour 
with a tendency to social retraction. 

Schizotypal 

Spontaneous behaviour humiliates or harms others. 
Lack any feeling for or understanding of norms, nor 
have they any feeling of guilt. Do not seem to be 
able to plan actions or to act with foresight

Antisocial Dissocial 

Characteristic trait is the stability of instability; 
generally impulsive, reckless, explosive personality 
traits. Idealize and devaluate others due to splitting 
and tend to see only extremes, like "all good" or 
completely bad.

Borderline 
Emotionally 
Unstable
• Explosive type
• Borderline type
• Aggressive type

Characterized by showing exaggerated emotional 
expressions and an extremely strong longing for 
attention. A constant desire to receive praise, mostly 
do not feel comfortable when not in centre stage.

Histrionic Histrionic 

Difficulty to perform work because of an obsession 
of making everything perfectly right. Recognized as 
the individual's own thoughts, even though they are 
involuntary and often repugnant. Compulsive acts or 
rituals are stereotyped behaviours that are repeated 
again and again. 

Obsessive-
Compulsive 

Anankastistic 

People with a basic fear of beeing judged, shyness 
and constant social discomfort, unwillingness to 
commit themselves to a relation, if they are not sure 
to be accepted. Always afraid to say something 
stupid or inappropriate or not beeing able to answer 

Avoidant Anxious, avoidant 

Not able to make day-to-day decisions. Afraid of 
being rejected or abandoned, and put aside own 
wishes and needs, while doing what others want.

Dependent Dependent 

Too strong self-importance. Exaggerates own 
capabilities and achievements. A pervasive pattern 
of grandiosity in fantasy or in behaviour; endless 
need for admiration and lack of empathy for others. 
Generally possesses an unwavering sense of self-
worth. Less impulsive and self-abusive or 
destructive and less concerned about being 
abandoned.

Narcissistic 

Other specific types
• eccentric
• "unstable" type
• narcissistic
• passive-aggressive
• psychoneurotic
• immature



Glossary

Family therapy: A type of psychotherapy that works with families and couples in 
intimate relationships to make change and development possible. The interaction and 
dynamics between family members are reviewed and ch’ange is encouraged in light 
of certain theoretical frameworks.

Group therapy A form of  psychological helping process that takes place in a group, 
including support groups, training groups (such as anger management or social skills 
training), and psycho-education groups. Psychodynamic groups, group therapy 
based on cognitive behavioral therapy, activity groups, support groups, problem-
solving and psychoeducational groups  may be effective in personality disorders, as 
well as in other mental disorders.

Interpersonal therapy ( IPT) A form of psychological treatment that was developed 
by the late Gerald Klerman and Myrna Weissman in the 1980s as a means of 
operationalizing the interpersonal approach to psychotherapy for depression. Since 
that time, it has been modified for a variety of other indications. A patient's problems 
with social functioning are conceptualized within the context of four areas: 
interpersonal disputes, role transitions, grief, and interpersonal deficits.

Personality Ingrained patterns of thinking, feeling and behavior that have their roots 
in structural and developmental factors  and social experiences. It determines the 
lifestyle and adaptive models specific to the individual.

Personality disorder Patterns of ingrained and permanent behavior characterized 
by rigid responses to different personal and social situations, with marked or serious 
deviation from the perception, thinking, feeling, and especially behavior pattern of an 
average individual.

Psychoeducation A special form of education offered to individuals who experience 
a mental disorder or to a relative or a caregiver of these individuals. Frequently, 
psychoeducational training involves patients with schizophrenia, clinical depression, 
anxiety disorders, psychotic illnesses, eating disorders, and personality disorders, or 
those who suffer from psychological consequences of physical illnesses. The goal is 
to inform the patient help him or her to understand and be better able to deal with the 
presented illness. Also, the patient’s  own strengths, resources and coping skills  are 
enhanced, to avoid relapse and increase treatment adherence.

Supportive psychotherapy A form of psychodynamic psychotherapy used to 
facilitate optimal adjustment, either to situations of ongoing stress, such as in chronic 
mental or physical illness, or in acutely stressful situations such as bereavement. The 
following techniques are used in supportive psychotherapy: careful listening including 
encouragement of the expression of emotional material (ventilation); explanation/
education to increase the patient’s understanding of his or her situation; guidance to 
provide advice, usually with reference to a specific problem, such as when to seek 
help. İn supportive psychotherapy, the strong aspects of the personality are 
strengthened, and unconscious material is not interpreted
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