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ABSTRACT

Symptoms such as personality disorder, adaptation to the environment, functionality problems, and tension-anxiety can be observed. It is a set of
physical, intellectual, and mental characteristics defined as thinking, functioning, and behavioral disorders. It is also defined as a mental problem
based on the observation of long-term adaptation problems and strict tendencies. A wide range of factors from genetics to environment plays a
role in the development of personality disorders. Although personality disorders have been studied extensively in recent years, the main causes
and treatments have not been clearly understood, yet. In this review, we discuss symptoms of personality disorders together with biologicalenvironmental causes and treatments.
Keywords: Diagnosis, personality disorder, treatment.

Personality disorders is a definition used
for the common physical, mental and spiritual
characteristics.[1] In the Diagnostic and Statistical
Manual of Mental Disorders-IV (DSM-IV) by
the American Psychiatric Association (APA)
classification system for mental disorders,
personality disorder defined as, long-term
adjustment disorder and strict disposition
manifested by individual distress or socialoccupational functional disorder.[2] Individuals
with personality disorders have problems in their
relationships with their environment and have
high probability of attempting suicide and selfharm and harm to their surroundings. Therefore,
personality disorders also cause deaths at an early
age.[1]
Personality disorders are classified as clusters
A, B, and C. Cluster A is characterized by strange
and eccentric personalities and includes paranoid,
schizoid, and schizotypal personality disorders.
Personality disorders in this cluster are evaluated
within the schizophrenia spectrum. Cluster B is
characterized by personalities that are dramatically

emotional and changeable; antisocial, borderline,
histrionic and narcissistic personality disorders
are included in this cluster. Cluster C personality
disorders are characterized by anxious and fearful
personalities; withdrawn, addicted, and obsessivecompulsive personality disorders (OCPD) included
in cluster C.[3]
The reason for these behavioral disorders
investigated in the same or different clusters is that
they are characterized by similar and/or dissimilar
personalities. However, separate examination
provides more precise results for the causes,
symptoms, and treatments.

Paranoid Personality
Disorder
In psychiatric disease classifications, paranoid
personality disorder is defined as concepts of
suspicious, unforgiving, jealous, anxious, and
ruminative.[4,5] The main feature is the distrust
of others’ motives. Paranoid individuals think
that others have malicious intentions, such as
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harming or deceiving them even without an
objective evidence. In general, they do not share
much information to others about themselves, as
they fear that everything they say would be used
against them.[6] Although there are numbers of
articles about paranoid personality disorder in
clinical and psychodynamic terms, there is a few
number of experimental data about the causes of
this disorder.[7]
In particular, there are limited data about
hereditary effects. However, in some studies, the
rs850807 gene is related to the single nucleotide
polymorphism; in other words, rs850807 is
predicted to exhibit lower expression or activity
in the linked paternally expressed MAGEL 2 gene
(MAGE Family Member L2), the necdin gene
(NDN) or both genes in individuals with high
paranoia genotypes. More generally, variation
in imprinted genes expressed by the brain can
mediate a number of psychological human
characteristics related to mentalistic cognition.[8]
As a result of studies conducted with
schizophrenic subjects and control groups revealed
that paranoid personality disorder is more common
in relatives of schizophrenic subjects compared to
control groups.[9] Paranoid personality disorder
features are observed in 30% of family members
of schizophrenic individuals.[10]
In general, cluster A personality disorders are
assumed to be associated with schizophrenia
for a long while,[11] but according to data, the
relationship between schizotypal personality
disorder and schizophrenia is stronger than
paranoid personality disorder.[12]
In addition, the demographic characteristics
of paranoid personality disorder previously
examined show that social factors are important
risk factors. Childhood trauma plays a role in the
development of paranoid personality disorder.[13]
Being rejected by parents at a very early age is
believed to be a cause of paranoid personality
disorder.[6] Previous brain trauma is also a risk
factor for paranoia.[14]
In another study revealed that corticotropinreleasing hormone (CRH) levels in the
cerebrospinal fluid of normal adults (control
groups) with and without paranoid personality
disorder were inversely proportional to the
positive parent-child relationship in childhood. In
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this example, paranoid personality disorder has
been associated with high CRH concentration.[5]
Regarding the individuals with paranoid
personality disorder do not participate in research
and due to their insecurity and unwillingness,
information on treatment methods remain
limited.[16] The subjective lack felt by such
individuals, does not motivate them to seek relief
from treatment. The most effective treatment
method is a supportive therapy method aimed at
gaining the individual's trust. This therapy should
focus on the empathic reflection of individual's
experience of the world as a threatening
environment. Since the therapist confirms the
patient's feelings of hostility and alertness, the
patient can feel safe enough to gradually reach
the underlying feelings such as fear, rejection,
and loneliness.[6] Therefore, more studies and
data collection are required on methods that can
be used in the treatment of paranoid personality
disorder.

Schizoid Personality Disorder
It is a personality disorder observed in less
than 1% of the general population.[17] It is
characterized by the lack of relationships with
individuals and the lack of search for these
relationships.
Individuals with schizoid personality disorder
organize their lives in such a way that human
relationships are limited, and they prefer
professions that require less sociality.[18] They
rarely experience strong feelings and there is little
or no desire for sexual activity with a partner.[19]
The number of activities they enjoy is very limited.
They are unresponsive to the praise and criticism
of their environment. When they are in an
interpersonal environment, they express their
emotions in a limited way.[20]
As is known, parents' abuse of their children
has a strong, permanent and negative effect
on their social, emotional, cognitive and moral
development. Regarding some studies, wrongful
parental behaviors such as verbal abuse, harsh
punishment or indifference are among the risk
factors that cause schizoid personality disorder
symptoms between the ages of 22 and 33.[21]
However, certain genetic reasons have not been
identified as a result of the studies. Specific
anatomical abnormalities (localized brain lobe
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legions) and biochemical or neurotransmitterrelated diseases have been suggested in the
literature to play a role in the development of
this disorder; however, at this point they are
completely speculative.[19]
Koponen et al.[22] evaluated the occurrence of
psychiatric disorders in patients who experienced
traumatic brain injury over a 30-year period and
found that 6.7% developed schizoid personality
disorder; however, they did not discuss which
lesions were associated with schizoid development.
Nonetheless, the lesions in the frontal lobe,
limbic system and parietal lobes are most likely
to be associated with persistent social-emotional
inadequacies, social interaction and attachment
problems, loneliness, and subsequent schizoid
development.[23]
There should be no rush for diagnosing
schizoid personality disorder. Different disorders
can manifest the similar symptoms as personality
disorders. Therefore, it is necessary to observe
the patient for a long time to confirm the
diagnosis and mind that cultural differences that
can be seen as the signs of personality disorder.
However, there is no approved treatment for
schizoid personality disorder and some studies
suggest that psychotherapy can help improve the
recurring nature of this disorder.
Further studies are needed to obtain data about
the treatments that can be applied. Moreover,
schizoid patients may lead to misdiagnosis by
making the therapists believe in situations that
they believe or are not true.[24] Accordingly,
the clinician should encourage the patient to
apply new behaviors to counter maladaptive
impulses, but unfortunately, schizoid personality
disorder has been overlooked compared to other
personality disorders and hence treatment options
are inadequate, and it has not been sufficiently
emphasized.[20]

Schizotypal Personality
Disorder
Schizotypal
personality
disorder
is
characterized by sudden discomfort from
intimate relationships, decreased ability to go
into close relationships, social or interpersonal
inadequacies, as well as cognitive or perceptual
distortions and unusual behaviors.[25]

Schizotypal personality disorder is also
included in the schizophrenia spectrum.[26] In
the investigation of schizophrenia, the concept
of schizotypy is important in that it includes
dimensions reflecting different aspects of psychosis
and allows understanding patterns in individuals
who are not at risk.[27]
Recently, studies have been conducted to
examine the similarities and differences between
schizotypal personality disorder and autism.[26]
When the classifications are examined, it is seen
that disability in social functionality is considered
as a common area for both disorders. In addition,
there are differences between schizotypal
personality disorder and autism symptoms. When
the social skills domain is examined, social
anxiety associated with paranoid fears is included
in the criteria of schizotypal personality disorder.
There is no such criterion in autism; There is a
stereotypical, repetitive and stereotyped pattern
in behavior, interests, and activities.[28]
Studies have shown that high schizotypy
and schizotypal personality disorder and
schizophrenia are genetically predisposed
to each other. In recent studies, schizotypal
personality disorder has been reported with
a rate of 18 to 48% in children of mothers
diagnosed with schizophrenia.[29] In addition,
factors such as childhood traumas and parental
neglect are reported to be a risk factor for
schizotypy, particularly interpersonal sensitivity
dimension.[30]
Studies have investigated the RhoGAP
(p250GAP gene) polymorphism that interacts
with a glutamate N-methyl-D aspartate (NMDA)
receptor, and it has been reported that the
p250GAP gene polymorphism may play a
role in susceptibility to both schizophrenia and
schizotypal personality traits.[31]
The treatments are mostly applied to
reduce the symptoms and increase the social
functionality of the individual. Psychotherapy
approaches include individual and group
psychotherapies and social skills training.[32]
In addition, antidepressants are effective in
obsessive-compulsive symptoms and depressive
symptoms accompanying schizotypal personality
disorder.[33] No definitively beneficial treatment
has yet been found, but psychotherapy and
psychopharmacological
approaches
hold
promise for schizotypal personality disorder.[32]
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Antisocial Personality
Disorder
Antisocial personality disorder is characterized
by traits such as irritability, aggression, noncompliance with social norms, and deceit.
Antisocial individuals do not care about their own
safety or the individuals around them; they display
irresponsible behavior. They do not regret the
things they did or the behaviors they displayed.[34]
Antisocial individuals have poor empathy
skills. They see themselves as lonely, autonomous
and powerful. Some antisocial individuals make
themselves believe that they are socially excluded
and mistreated by the community. They either
think of individuals as exploitative or characterize
them as weak and vulnerable.[35] In some studies,
it has been concluded that a complex interaction
between biological (genetic/physiological/
neurobiological) and environmental factors causes
the development and maintenance of antisocial
personality disorder.[36]
In addition, to be diagnosed with antisocial
personality disorder, an individual must be over
18 years old and have started showing the
symptoms of the disease before the age of
15.[34] Environmental factors influence a large
proportion of the total variance; however, it is
very difficult to determine whether the behavior
is caused by genetic or environmental influences,
and to what extent. If one or both parents are
antisocial, it is likely that genetic risk factors
for antisocial behavior are transmitted to the
child. Therefore, it is difficult to determine how
effective the environmental influences associated
with having an antisocial parent are. A child with
an antisocial parent may be more likely to be
maltreated and subject to domestic violence. Data
obtained from an epidemiological study show that
children who witness violence from the immediate
environment in childhood increase the risk of
showing antisocial personality disorder symptoms
in adulthood.[37]
The environment can affect how genes are
or are expressed. Depending on environmental
influences, brain functions may be affected by
changing hormone and neurotransmitter levels.
Environmental factors can have a significant
impact on biological systems in the early stages
of life. Recent neuroimaging studies also support
this idea.[38]

25

In functional magnetic resonance imaging
studies,[39] functional neurobiological differences
related to processing memory in the prefrontal
region were detected in antisocial males who are
prone to violence compared to healthy controls.
In a study conducted in Germany,[40] abnormal
situations were found in the orbitofrontal cortex
and ventromedial prefrontal cortex associated
with emotional regulation and gray matter in the
temporal lobe associated with reactive aggression
in individuals with antisocial personality disorder.
Genetically,
tryptophan
hydroxylase
1-2 (TPH1 and TPH2) and nitric oxide/NO
synthetase (NOS1) genes are known to play
a role in impulsivity and aggression. In other
studies, polymorphisms were found in some
parts of the monoamine oxidase A (Mao-A)
gene. Based on this, researchers predict that the
Mao-A genotype has a regulatory effect on the
development of violence and antisocial behaviors
in adulthood, as well as abuse experienced at an
early age.[41] In addition, polymorphisms seen
on the G protein associated with the serotonin
receptor 5HTR1A gene have also been associated
with impulsivity.[42] It was observed that serotonin
metabolites decreased in the cerebrospinal fluid of
antisocial individuals, and homovanillic acid, the
metabolite of dopamine, increased.[43]
Although genes are thought to affect a small
part of the total variance in antisocial behavior,
identification of risk-posing genes can contribute
to the development of treatment methods that can
be adapted to the risk factors of the individual;
thus, knowledge about biological factors that
cause antisocial behavior can be expanded.[36]
The situations related to the treatment
process of antisocial personality disorder are
not very pleasant. Antisocial individuals rarely
receive treatment. Conformity between patients
and therapists is difficult. The effect of other
psychopathological forms on antisocial personality
disorder also makes treatment difficult. Therefore,
no definite result has been obtained regarding
the treatment of antisocial individuals. However,
it was found that antisocial individuals who
received cognitive behavioral therapy showed
a slight improvement in social functioning and
physical aggression, but no improvement in
anger or verbal aggression compared to normal
individuals who received treatment. Another form
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of treatment that has emerged in the last decade
is mentalization-based therapy. This method is
the capacity to think about one's own mental
state and the mental states of others. This
form of treatment was originally developed for
individuals with borderline personality disorder.
However, studies suggest that this treatment may
be effective in reducing the aggressive behaviors of
antisocial individuals with moderate psychopathic
characteristics.[44,45]

Borderline Personality
Disorder
Borderline personality disorder is characterized
by a common pattern of instability in interpersonal
relationships, identity, impulsivity, and mood.[2] It
has been reported that patients with borderline
personality disorder are exposed to events such
as trauma and neglection in childhood more
compared to other patients.[46] In addition, the
interaction between genetic and environmental
factors is thought to cause borderline personality
disorder.
Studies on twins showed a 35% compliance
rate in monozygotic twins and 7% in dizygotic
twins; this proves that there is a strong genetic
effect in the development of borderline personality
disorder.[47] Genetic transmission can be effective
up to 40% in borderline personality disorder.
In addition, it is thought that genetic sensitivity
and serotonergic dysfunction due to the TPH1
(tryptophan hydroxylase 1) gene may increase the
risk of borderline personality disorder.[48] Rinne et
al.[49] performed CRH tests on 39 females with
borderline personality disorder and compared
them with 11 healthy subjects. Twenty four of
these females were found to have been constantly
abused during their childhood. It was observed
that the ACTH (Adrenocorticotropic Hormone)
and cortisol results in the CRH test of chronically
abused patients with borderline personality
disorder were significantly higher than those who
were not abused. Based on this, it can be stated
that chronic abuse in childhood increases the
sensitivity of CRH receptors.
Neurobiological imaging revealed findings
such as decreased gray matter in some parts
of the cortex, increased amygdala activity,
and disruption of the connection between the
prefrontal cortex and the amygdala. There is

an increase in amygdala activity in borderline
individuals. Amygdala activities are thought to be
important for understanding the affective disorder
of borderline individuals.[50]
Individuals with borderline personality disorder
have a high rate of self-mutilation and suicide
attempts. Unfortunately, there is no treatment
available to prevent suicide attempts. At the
same time, hospitalization does not yield
positive results.[51] Dialectical behavior therapy,
transference-focused psychotherapy, schema
therapy, and cognitive analytical therapy can be
applied in the treatment of borderline personality
disorder.[48] Currently, the most evidence-based
treatment modalities are specifically designed
psychotherapies.[50]

Histrionic Personality
Disorder
Histrionic personality disorder is also known
as dramatic personality disorder. Histrionic
individuals show themselves with their exaggerated
sensuality and trying to attract attention;[52] they
often display flirtatious, seductive, charming,
manipulative and lively behaviors. Their lack of
attention bothers them.[53]
The methods of parenting can trigger the
risk of histrionic personality disorder in children.
Since histrionic personality disorder is distributed
in the family, it is thought that this disorder
is inherited genetically.[54] As in all psychiatric
disorders, the prevalence of personality
disorders, psychiatric illnesses or substance use
in the family is also a risk factor for histrionic
personality disorder.[55] In addition, there is no
explicit information about the neurobiological
causes of histrionic personality disorder yet.
The prevalence of histrionic personality
disorder in the general population is approximately
2 to 3%. Females are four times more likely to be
diagnosed with histrionic personality disorder
than males, but males may be more reluctant
to report their symptoms and therefore remain
undiagnosed.[56]
Psychotherapy is the most preferred treatment
method for histrionic personality disorder.
Psychodynamic psychotherapy (also known
as insight-oriented therapy) is known to have
successful results in treating patients with
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histrionic personality disorder. Psychodynamic
psychotherapy aims to resolve underlying
unconscious conflicts so that patients can better
understand themselves and their behavior.[54] As
this approach has been found to be encouraging,
reassuring, and non-threatening: supportive
psychotherapy is a recommended treatment for
patients with histrionic personality disorder.[53]
At the present time, studies on the causes and
treatments of this disorder are proceeding.

Narcissistic Personality
Disorder
Narcissistic individuals care excessively about
themselves and they believe they are special and
unique. They exaggerate their achievements and
abilities. They use others to achieve their personal
goals. They lack the ability to empathize and don't
care about the feelings and needs of others. They
display arrogant behavior and attitude.[57]
It is easy to fall in love with a narcissist. Their
charm, talents, achievements, beauty, charisma,
dazzling conversation, and even seemingly
attention to others are fascinating. Individuals feel
alive by their energies and attracted to them.
Two reasons can be shown for the development
of narcissistic personalities. First, the child seeks
love and attention with the inattentiveness of the
parents; finds the remedy by loving himself. The
second reason is that the parents overestimate
the child, constantly praise or think that the child
has special abilities. Both parental behaviors are
key factors in predicting both overt and covert
narcissism.[58] Overt narcissism can be defined
by individuals who are arrogant, selfish, and
dislike to be limited. Covert narcissism, on the
other hand, defines individuals who internalize
comments and criticism from others and try to
cope with feelings of inferiority.
A study of twins revealed interesting results
about narcissistic personality disorder. In
483 twin matches, it was found that 45%
of narcissism was inherited.[59] Further studies
have not yet been conclusive, but conducting
these studies would help us to gain important
data about the biological origin of narcissistic
personality disorder. Therefore, more research
needed to obtain more information about the
neuropsychological and genetic origins of
narcissistic personality disorder.

A flexible treatment approach according to
patient’s functioning, motivation and degree of
self-awareness is recommended. Psychoanalytic
and psychodynamic therapy are the most
common treatment methods.[60] There are various
treatment approaches specifically adopted for
pathological narcissistic individuals, however,
no treatment method has been proven to be
effective or safe up to date.

Avoidant Personality
Disorder
Individuals with avoidant personality disorder
are susceptible to negative reviews. They are quiet
and shy. They avoid new activities and intimate
relationships. Therefore, they encounter many
negativities in their professional or educational
life. Usually, avoidant personality disorder is
confused with social phobia, but individuals with
social phobia have no fear of being criticized and
rejected, unlike shy individuals. However, the
concept of timidity is associated with the fear of
humiliation or rejection.[61]
Although the etiological data on avoidant
personality disorder is limited, current studies
emphasize that genetic and personal factors
should be considered. According to a study
conducted on twins,[62] it is estimated that 64% of
the symptoms of avoidant personality disorder are
hereditary.
Genetic studies have identified a polymorphism
in the dopamine D3 and D4 receptor genes
(DRD3 and DRD4) associated with avoidant
personality disorder symptoms.[63] To manifest
a general approach, it has been concluded that
some polymorphisms in the genes that regulate
the functioning of serotonin and dopaminergic
systems are effective in inheriting the avoidant
personality disorder, but not sufficient studies
have been performed. More studies are needed to
better conceptualize this personality disorder, and
the interactions between gene and environment
need to be further investigated. In addition,
environmental factors also affect the preservation
of the stability of avoidant personality disorder.
An additional study has shown that avoidant
personality disorder and seasonal affective
disorder (SAD) are seen in the same family. It
has been found that families of individuals with
SAD are three to four-times more likely to have
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avoidant personality disorder cases, indicating
that the two disorders are etiologically related;
they are different expressions of the same genetic
factor.[64]
Avoidant personality disorder is a disorder that
causes disruption in social functioning. As with
most personality disorders, the treatment option
for avoidant personality disorder is psychotherapy.
Although a partial improvement was observed
with some treatments applied on the patients,
it was concluded that there was no definitive
treatment for this disorder. Numerous studies
should be conducted with different treatment
methods.[65]

Dependent Personality
Disorder
For individuals with dependent personality
disorder, even making everyday decisions
is difficult. They want other individuals to be
responsible for them. Even on an issue they do
not agree on, they may pretend to agree, as
otherwise they think they would not get support.
It is very challenging for them to start a business
alone, as they lack self-confidence; they think they
cannot work on their own. They think they need
the advice and help of others, so they are very
afraid of being left alone. When a relationship
ends, they start another relationship soon after.[28]
Children of authoritarian parents can be
dependent personalities. The reason for this is
that this parenting style prevents children from
learning through trial and error. This situation
prevents children from developing their sense
of autonomy and self-efficacy. In addition,
overprotective parenting can lead to high levels of
dependency. Similar to authoritarian parenting,
overprotective parenting causes children to believe
they cannot work on their own without the help,
guidance, and support of others.[66]
For depended individuals, there are variety
of treatment approaches, but limited controlled
treatments have resulted. Cognitive behavioral
therapy can be used to increase the autonomy
and self-efficacy of the dependent individual.
Drugs can also be supplemented during the
treatment, but great care should be taken during
this process.[67] Patients may consider using
drugs other than undesirable conditions, so they

should be kept under control. Instead of applying
additional methods to existing treatments,
long-term psychodynamic therapy provides a
better transition and can be used to support
emotional development, but this period can take
at least three or more years.

obsessive-compulsive
personality disorders
Obsessive-compulsive personality disorder
is also defined as an anxiety disorder. It has
two main parts: obsessions and compulsions.
Obsessions are unwanted thoughts, images,
urges, or doubts that recur in the mind; these
negatively affect communication with others and
work life. Compulsions are repetitive activities
that are thought to be done. This can be like
checking over and over to make sure a door is
locked, or repeating a certain phrase in the head
to prevent harm to a loved one. The purpose of
a compulsion is to deal with the distress caused
by obsessive thoughts and to alleviate the anxiety
that felt. However, the process of repeating these
obsessions is often stressful, and the relief felt
afterwards is short-lived.[68]
Studies have shown that OCD is associated
with the polymorphisms of the serotonin
system, 5 HTTLPR (also known as SLC6A4)
and HTR2A (5-hydroxytryptamine serotonin
receptor 2A) genes. In addition, variants in the
COMT (catechol-O-methyltransferase) and Mao-A
(monoamine oxidase A) genes are associated with
OCD only in males. In addition, polymorphisms
in the DAT1 (also known as SLC6A3) and DRD3
(dopamine receptor D3) genes associated with
the dopamine system and the SLC1A1 gene
associated with the glutamate system are also
thought to cause OCD.[69] Ongoing studies have
focused on serotonin, dopamine and glutamate
neurotransmitters.
In one of the largest studies, 966 individuals
from 219 families were examined. In data, the
1q, 3q, 6q, 7p and 15q chromosome regions are
considered to be risk regions. Evidence has been
obtained that the largest risk region is 3q27-28.[70]
At the same time, genetic factors and the
relationships of different parts of the brain with
OCD were examined, but no definitive conclusion
was obtained. Also, biological studies could not
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give clear results as to why this condition is
different in every person. For example, one person
may develop an obsession with contamination
while another may develop an obsession with do
harm. In addition, some experts have noted that
children suddenly develop OCD symptoms after
suffering streptococcal infections, but there are
still no clear data on why they occur.
At the treatment process, cognitive behavioral
therapy is a treatment that aims to identify the
connections between thoughts, emotions and
behaviors. It aims to help develop practical
skills to manage negative thinking or behavioral
patterns that can lead to difficulties. Treatment
can be applied individually or in groups, and
there is important evidence that this method is
particularly effective in combating OCD. Some
individuals find medication for OCD helpful
in combination with speech-based treatments
such as cognitive behavioral therapy, but the
recommended medications can have side effects
such as nausea, headache, sleep disturbance,
gastric problems and increased anxiety and can
also cause sexual disturbances. If severe anxiety
is experienced in addition to OCD, sedatives such
as diazepam can be used, but these drugs should
be used for short-term treatments, as they have a
risk of addiction and may have side effects such as
drowsiness, confusion, instability, and nausea.[68]
In conclusion, personality disorders are
characteristics that negatively affect individuals
social and professional life. At the general
population, they manifest a wide distribution.
Individuals with personality disorders are unaware
of their impairments, often displaying a lack of
insight and social judgment without any evidence
of cognitive deficits or neurological signs. In
addition, patients refuse to be treated. Since
individuals with personality disorders respond
negatively to treatments, researches on this
subject is still inadequate, and clear data have
not been obtained, yet. The view of therapists of
personality disorders as "incurable" has a great
effect on the insufficient data. Therefore, more
studies and the underlying causes of a disorder
need to be addressed in further years. Better
research of the biological and environmental
causes of personality disorders and more data
about these reasons would help both to find
clear treatment methods and to accelerate the
treatment process.
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