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PersONALITY DISORDERS

Personality disorders (PDs) pose a major challenge to
the modern profession of mental health care. Unlike
depression, anxiety, and other disorders that are more
commonly the focus of treatment, personality disorders
are generally understood to be pervasive, inflexible,
maladaptive, and enduring expressions of personality.
People with PDs exact a heavy cost from themselves
and society, as well as place considerable pressure
on the mental health care system. The American
Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, Text
Revision (DSM-IV-TR) is currently the most widely
used diagnostic system to diagnose personality disor-
ders, particularly in the United States. The International
Classification of Diseases (ICD-10), maintained by the
World Health Organization, is another important diag-
nostic system.

The DSM-IV-TR distinguishes among 10 PDs that
are conceptually organized into three clusters, designated
Cluster A (odd-eccentric), Cluster B (dramatic-erratic),
and Cluster C (anxious-fearful). Cluster A includes para-
noid, schizoid, and schizotypal PDs. Cluster B includes
antisocial, borderline, histrionic, and narcissistic PDs.
Cluster C includes avoidant, dependent, and obsessive-
compulsive PDs. In addition, the DSM allows for the
diagnosis of personality disorder not otherwise specified
(PD-NOS), which can be given when a person meets
general criteria for a personality disorder and traits of
several PDs, but does not meet the criteria for any one
specific disorder. This entry reviews what is known
about the personality disorders in the DSM-IV-TR. The
review will focus on the features, etiology, prevalence,
comorbidity, course, and treatment of the various PDs.

Features of DSM-IV-TR
Personality Disorders

Cluster A (Odd-Eccentric)
Paranoid Personality Disorder

According to DSM-IV-TR, Paranoid PD (PPD) is
characterized by a consistent pattern of distrust of the
motives of other people. People with this disorder

assume that people will intentionally exploit, harm, or
deceive them, and they often feel deeply injured by
another person. They are frequently reluctant to become
close to others out of fear that any personal information
they reveal about themselves will later be used to hurt
them. Individuals with this disorder can be severely
sensitive to criticism and therefore are likely to feel
attacked, threatened, or criticized by others. They might
read hidden meanings or malevolent intentions into
innocent remarks, mistakes, or compliments. It is also
very difficult for a person with PPD to forgive others for
perceived insults or injuries. Prolonged hostility, aggres-
sion, reactions of anger to perceived insults, and jeal-
ousy without adequate justification are also common.

Schizoid Personality Disorder

DSM-IV-TR notes that those with schizoid PD
(SPD) are characteristically detached from and uninter-
ested in social relationships. People with SPD may
choose careers or hobbies that allow them to avoid con-
tact with other people, and they typically are uninter-
ested in developing intimate or sexual relationships. In
addition, those with SPD have a flatness of affect that
leads others to experience them as cold and aloof. Not
only do they derive little pleasure from sensory or inter-
personal experiences, they are also usually unmoved by
the disapproval of others. They might claim that they do
not experience strong emotions, whether positive or
negative. Further, people with SPD may fail to respond
to social cues, such as a smile, leading others to perceive
them as self-absorbed, socially inept, or conceited.

Schizotypal Personality Disorder

According to DSM-IV-TR, schizotypal PD
(STPD) is characterized by a pattern of marked inter-
personal deficits, discomfort with close relationships,
behavioral eccentricities, and distortions in perception
and thinking. The DSM notes that individuals with
STPD will often seek treatment for anxiety, depres-
sion, or other emotional problems. Although persons
with this disorder may experience transient psychotic
episodes, they must be distinguished from those with
Axis 1 psychotic disorders that feature more persistent
delusions and hallucinations. Ideas of reference are a
common feature of STPD, as are odd beliefs such as
magical thinking, extreme superstition, or a preoccu-
pation with paranormal phenomena. In addition, peo-
ple with STPD might have perceptual distortions such
as bodily illusions or sensory alterations, and many
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have odd thought and speech patterns. For example,
their speech might be excessively vague, abstract, or
loose, yet still maintain basic coherence. They often
appear uncomfortable and act peculiar in social situa-
tions, and their affective expression is frequently con-
stricted or inappropriate.

Cluster B (Dramatic-Erratic)
Antisocial Personality Disorder

As defined by DSM-IV-TR, antisocial PD (ASPD)
is a pervasive pattern of irresponsible behavior and
disregard for the rights of others that begins by child-
hood or early adolescence. People with this disorder
repeatedly engage in unlawful and/or reckless behav-
ior. Frequently victimizing others and blaming their
victims for their own fate, they typically lack remorse
for having hurt or mistreated another person. Those
with ASPD are prone to impulsiveness, irritability,
and aggressiveness, which often leads to physical
fights or assault, and they have a reckless disregard
for the safety of themselves or others. In addition,
they might repeatedly fail to honor work or financial
obligations, or display other evidence of consistent
and extreme irresponsibility. Manipulativeness,
deceitfulness, and dishonesty are also central features
of this disorder, often making collateral sources of
information necessary for accurate diagnosis. In order
to be diagnosed with ASPD, the DSM system requires
that an individual be at least 18 years old and must
have met at least some criteria for Conduct Disorder
prior to age 15.

Borderline Personality Disorder

According to the DSM-IV-TR, individuals with
borderline personality disorder (BPD) show a pattern
of instability in various psychological and interper-
sonal domains. Their concept of self and feelings
about self are markedly unstable, although thoughts
about the self generally have a negative quality.
Consonant with this characteristic, their beliefs, goals
for the future, and social and sexual preferences may
change often. These individuals’ views of others also
show extreme volatility; they frequently begin rela-
tionships by idealizing the other and assuming a
closer relationship than normal. When the other pulls
away or otherwise disappoints, the borderline individ-
ual can suddenly switch to demonizing him or her.

Individuals with BPD frequently show labile emo-
tions, changing from relative calm to intense anger or
dysphoria in response to very subtle cues from others,
which tends to further exacerbate interpersonal prob-
lems. In addition, they frequently report chronic feel-
ings of emptiness, diffuse anxiety, and irritability.

Behaviorally, those with BPD are frequently suicidal
and prone to self-injury. While the rate of completed
suicide is high in this population—around 10%-~these
behaviors frequently serve to regulate their chaotic emo-
tions, communicate their feelings to others, and keep
others from leaving them. Other behavioral symptoms
of BPD include angry, hostile outbursts and impulsivity
(e.g., reckless behavior, binge eating, or substance use),
and transient psychotic symptoms.

Histrionic Personality Disorder

The DSM-IV-TR notes that the emotional expres-
sion of individuals with histrionic PD (HPD) is often
excessive, theatrical, shallow, and rapidly shifting.
Public displays of emotion or temper tantrums are
common, yet they begin and end too quickly to be per-
ceived as genuine in feeling. In addition, the speech of
a person with HPD may be overly impressionistic in
style, yet lacking in detail. For instance, strong opin-
ions might be dramatically expressed without giving
adequate reasons to support them.

Narcissistic Personality Disorder

According to DSM—-IV-TR, the central features of
narcissistic personality disorder (NPD) are pervasive
grandiosity, a constant need for admiration, and a lack
of empathy for others. An individual with NPD has a
sense of self-importance and an attitude of arrogance
that might manifest in boastfulness, pretentiousness, or
disdain. An overestimation of one’s own abilities and a
devaluation of others are characteristic of this disorder.
Also common is a preoccupation with fantasies about
one’s own brilliance, beauty, or expected success.

A person with NPD usually requires constant atten-
tion and admiration, and may become furious with
others who do not shower them with compliments or
accolades. They typically have fragile self-esteem, so
their self-importance might alternate with feelings of
unworthiness. They frequently either experience feel-
ings of envy of other people, or imagine that others
are envious of them. The sense of entitlement that is
central to NPD often precludes the recognition of
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others’ abilities, needs, feelings, or concerns.
Individuals with this disorder might discuss their own
problems or concerns in lengthy detail, yet react with
insensitivity or impatience to the problems of others.
To others, these individuals appear cold, disinterested,
disdainful, snobbish, or patronizing.

Cluster C (Anxlous-Fearful)
Avoidant Personality Disorder

According to DSM-IV-TR, persons with avoidant
personality disorder (AVPD) are characterized by per-
vasive social inhibition and discomfort in social situ-
ations, feelings of inadequacy and low self-esteem,
and hypersensitivity to criticism or rejection. Although
they long for close relationships, they avoid activities
that involve interpersonal contact and have difficulty
joining group activities. Persons with this disorder
assume that other people will be critical and disap-
proving. They act with restraint in social situations
and have difficulty sharing intimate feelings for fear
of criticism, disapproval, shame, or ridicule. They
have a strong need for certainty and security that
severely restricts their ability to become close to oth-
ers, and they typically are not able to establish new
friendships or intimate relationships without the
assurance of uncritical acceptance.

People with AVPD frequently feel socially incom-
petent, personally unappealing, or inferior to others.
Therefore, they are reluctant to engage in new activi-
ties and they tend to be shy, inhibited, and quiet to
avoid attracting attention to themselves. In addition,
they are hypervigilant about subtie cues that suggest
criticism or rejection and typically feel extremely hurt
when they detect such behavior.

Dependent Personality Disorder

According to the DSM—IV-TR, the central charac-
teristic of dependent personality disorder (DPD) is a
pervasive need to be taken care of that begins by early
adulthood. People with this disorder have an exagger-
ated fear that they are incapable of doing things or
taking care of themselves on their own, and therefore
rely on other people (usually one person) to help
them. They rely heavily on advice and reassurance
from others in making decisions. Because of their lack
of self-confidence, it is difficult for people with DPD
to begin tasks on their own without being assured that

someone is supervising them. They may appear to
others to be incompetent because they believe that
they are inept and they present themselves as such.

DSM-IV-TR notes that because of their depen-
dency on others, people with DPD often fail to learn
basic independent living skills, and frequently find
themselves in abusive or otherwise unbalanced rela-
tionships. It is not unusual for people with DPD to feel
unrealistically fearful of being abandoned. They are
typically passive and unwilling to disagree or become
appropriately angry with the person on whom they
depend. People with DPD usually feel highly uncom-
fortable being alone because of an exaggerated fear of
helplessness or the inability to care for themselves.
The end of an intimate relationship will often be fol-
lowed by urgent efforts to replace the person with
another source of closeness and support.

Obhsessive-Compulsive Personality Disorder

The DSM-IV-TR describes obsessive-compulsive
personality disorder (OCPD) as a pervasive pattern of
perfectionism, orderliness, and inflexibility that
begins by early adulthood. People with OCPD have
an excessive need for control that interferes with their
ability to maintain interpersonal relationships or
employment. They are typically preoccupied with
rules, lists, schedules, or other minor details, and
their rigidity and stubbornness about these trivia
often create difficulty for them in both work and per-
sonal relationships.

In addition, the DSM notes that individuals with
OCPD often sacrifice personal relationships in favor of’
work, and become obsessively devoted to productivity.
They hold both themselves and others to unrealistic
standards of morality, ethics, or values. They are also
reluctant to delegate tasks to others because they insist
that everything be done their own way. The DSM fur-
ther notes that individuals with OCPD might be reluc-
tant to throw away worthless and unsentimental objects
for fear that they might be needed at a later date.
Furthermore, people with this disorder might hoard
money and tightly control their spending, believing that
money should be saved for a future catastrophe.

Etiology

The empirical data on the etiology of PDs is
extremely limited and complicated by the fact that
PDs are a heterogeneous group of disorders. Most
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theories of PDs acknowledge that they are at least par-
tially genetically determined and that temperamental
and behavioral abnormalities during childhood can
precede their development. These predispositions are
believed to interact with environmental experience
to shape personality during the early years of develop-
ment. Environmental factors are believed to range in
severity and influence as a function of biological pre-
dispositions and protective factors. Trauma can often
be considered a predisposing factor to the develop-
ment of personality disorders; however, it is not nec-
essary nor sufficient for the development of PDs.

The evidence for a genetic contribution to the
development of personality pathology, while plausible
and generally accepted, is mixed. A number of studies
have focused on the heritability of personality traits
that theoretically relate to PDs, such as neuroticism or
extraversion. Few studies have examined the heri-
tability of specific PD diagnoses. The heritability of
specific PDs has been found to vary, with schizotypal
PD most strongly linked to genetic influences, antiso-
cial PD linked to both environmental and genetic fac-
tors, and borderline and narcissistic PDs typically
showing the smallest estimates of heritability. Given
the contradictory findings and limitations of the study
designs, it is safe to say that the heritability of certain
PDs like borderline and narcissistic, although reason-
able to posit, is uncertain at this time, and there is
clearer evidence for environmental contributions to
the development of these disorders. Joel Paris sug-
gested that the etiology of PDs is unlikely to be under-
pinned by simple, linear, narrow-causal processes;
complex interactive processes among variables are
likely to be involved in the etiology of PDs.

Prevalence and Comorbidity

Prevalence estimates for DSM-IV personality disor-
ders vary according to the definition of personality
disorder and the type of sample used. For example,
Myrna M. Weissman found that pre-DSM-/II era epi-
demiologic studies of PDs yielded overall rates
between 6% and 10% in the general population, but
the DSM-IV estimated prevalence rates of 10% to
20%. Similarly, community studies typically have
found lower estimates of PD prevalence than does
research based on clinical samples. Community stud-
ies of the prevalence of DSM-III or DSM-III-R PDs
(almost all of which were conducted in the United

States, Europe, and Australia) reported overall rates
between 5.9% and 22.5%.

In contrast, studies using structured diagnostic
assessments have found that 20% to 40% of psychiatric
outpatients and about 50% of psychiatric inpatients
meet criteria for a personality disorder. Even in primary
care settings, Patricia R. Casey and Peter Tyrer found
that about a third of people attending general practition-
ers (GPs) have a personality disorder. The vast major-
ity of patients were not presenting for personality
difficulties, but presented as problematic medical
patients. Cluster C PDs are the most common PDs
encountered in primary care settings. The tendency of
personality disorders to co-occur with other psychiatric
(and physical) diagnoses likely contributes to the dis-
crepancy between community and patient estimates.

The most frequent personality disorders in commu-
nity samples are dependent, borderline, schizotypal,
and obsessive-compulsive PDs, whereas the least com-
mon are schizoid and avoidant PDs. In clinical samples,
however, individuals with avoidant PD can be found
frequently, as can those with most other PDs. Notably,
individuals with schizoid PD are not found frequently
in samples, probably because of the low prevalence of
schizoid PD in the community and the ego-syntonic
nature of its symptoms. It is important to note that per-
sonality disorders associated with more severe impair-
ment or with disrupted social behavior (for example,
schizotypal, paranoid, or antisocial PDs) often prompt
inpatient care or intensive treatment in other settings,
such as substance abuse treatment facilities.

Comorbidity is high between personality disorders
and Axis I disorders as well as among personality disor-
ders themselves, a fact that is generally considered prob-
lematic for the validity of the DSM-IV personality
disorder diagnoses. In Cluster A, up to two-thirds of
patients with paranoid PD in clinical samples meet cri-
teria for another PD, most frequently the schizotypal,
narcissistic, borderline, or avoidant PD. Paranoid
PD co-occurs somewhat less frequently with Axis I
disorders than do other PDs. Schizoid PD is consistently
comorbid with schizotypal and avoidant PDs. Schizotypal
PD is frequently comorbid with eating disorders and
psychotic disorders on Axis I, and with borderline,
avoidant, paranoid, and schizoid PDs on Axis II. In fact,
Maria Grazia Marinangeli and colleagues estimated that
schizotypal PD is the most frequently co-occurring PD,
as it was significantly comorbid with all PDs except for
avoidant and dependent in their study.
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Within Cluster B, antisocial PD is frequently
comorbid with borderline, narcissistic, histrionic, and
schizotypal PDs. On Axis I, research has demon-
strated that antisocial PD has a particularly strong
association with substance use disorders. Borderline
PD co-occurs consistently with antisocial PD;
Marinangeli and colleagues found five Axis II disor-
ders to be significantly comorbid with borderline PD.
On Axis I, borderline PD frequently occurs alongside
mood disorders and panic disorder. Histrionic PD
is consistently comorbid with borderline and narcis-
sistic PDs. Some studies have also found histrionic
PD to co-occur substantially with antisocial and
dependent PDs.

Cluster C disorders also show extensive patterns of
comorbidity. Avoidant PD is often comorbid with
dependent PD on Axis 11, and with mood, anxiety, and
eating disorders on Axis 1. Dependent PD is substan-
tially comorbid with mood, anxiety, and psychotic
disorders on Axis I, and with borderline and avoidant
PDs on Axis II. Dependent PD is also frequently
comorbid with paranoid PD and obsessive-compul-
sive PD. The results of studies on the comorbidity of
obsessive-compulsive PD (OCPD) with other disor-
ders are inconsistent. The majority of patients with
obsessive-compulsive disorder (OCD) do not meet
criteria for OCPD. Further, for those with OCD with
concurrent PD diagnosis, OCPD occurs no more fre-
quently than any other PD.

Course and Prognosis

PDs are thought to have an onset in late adolescence
or early adulthood and are assumed to persist through-
out the life span, although there is a relative paucity of
empirical evidence to support these notions. Recent
research suggests that personality can change signifi-
cantly over time, and PDs might not be as temporally
stable as once thought. However, research also indi-
cates that different PDs have different levels of stabil-
ity across the life span.

Generally, research has demonstrated that people
with Cluster A disorders do not typically improve sig-
nificantly over time; however, some treatment gains
have been documented for persons with schizotypal
PD. There is evidence that many patients with antiso-
cial and borderline PDs recover as they grow older,
although they typically continue to experience
severe interpersonal dysfunction and other forms of

psychopathology. Narcissistic PD may also remit with
age. Research has generally shown, however, that
individuals with Cluster C disorders do not tend to
recover as they age.

Treatment Implications

Although patients with PDs are notoriously difficult
to treat, a meta-analysis conducted by J. Christopher
Perry and his colleagues suggested that psychother-
apy 1s an effective treatment for PDs. Psychotherapy
is associated with a rate of recovery that is seven
times faster than the recovery rate typically observed
when psychotherapy is not received. In general,
longer treatments yielded greater effect sizes. Effect
sizes in a meta-analysis indicate the overall strength
of an effect. For example, an effect size of 0.8 would
be considered large. Another recent meta-analysis by
Falk Leichsenring and Eric Leibing found that psy-
chodynamic therapy yielded a large overall effect size
of 1.46, with effect sizes of 1.08 for self-report mea-
sures and 1.79 for observer-rated measures. This con-
trasted with cognitive-behavioral therapy, in which
the corresponding effect sizes were 1.00, 1.20, and
0.87, respectively. However, such studies are difficult
to interpret because the studies differ, even within the
same therapy group, in terms of therapy content,
patient diagnosis, length of treatments, outcome
assessments, and other variables.

To date, there have been no controlled or uncon-
trolled outcome studies for histrionic, dependent,
schizotypal, schizoid, narcissistic, passive-aggressive,
or paranoid PDs. However, a number of studies have
used samples that included a mixture of PDs, usually
excluding patients with BPD. Although these studies
generally show improvement in treated patients, partic-
ularly with the brief psychodynamic treatments, these
studies are difficult to interpret in terms of specific PDs
because they do not denote specific diagnostic cohorts.

There are a number of controlled studies for avoidant
PD. Overall, these studies suggest that improvements
can be found with treatments that employ social skills
training alone or in combination with exposure and cog-
nitive techniques; however, many patients did not show
clinically significant improvement or generalization to
other contexts. Several studies have examined particular
treatments for Cluster C PDs with mixed results. The
majority of psychotherapy outcome research for PDs
has focused on borderline PD. A number of therapies
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have received empirical support, including psychoana-
lytically oriented partial hospitalization, cognitive ther-
apy, and dialectical behavior therapy.

There is strong evidence that the presence of PDs
negatively affects the outcome of treatment for vari-
ous Axis I disorders, such as major depression, anxi-
ety, posttraumatic stress disorder, eating disorders,
substance use disorders, and bipolar disorder. Given
these findings, clinicians who consider Axis I mood
disorder diagnoses or anxiety disorder diagnoses to be
primary and PDs to be less relevant for treatment
planning may be seriously mistaken.

PDs are highly prevalent, extensively comorbid
with other psychiatric disorders, and difficult to treat.
Although there are studies supporting the treatment
efficacy for specific PDs, such as borderline PD and
avoidant PD, many studies are difficult to interpret
because they studied samples with mixed PDs. At
present, the most conclusive evidence exists for
cognitive-behavioral and psychodynamic treatments
for borderline PD, behavioral treatment of avoidant
PD, psychodynamic and cognitive therapy treatments
for Cluster C disorders, psychodynamic treatment for
mixed PDs, and supportive-expressive psychotherapy
for opiate-addicted antisocial patients. Little, however,
is known about the specific mechanisms of action in
these treatments. Anthony Bateman and Peter Fonagy
have suggested that common mechanisms of action to
most tested treatments for PDs may include the provi-
sion of a coherent model in the context of a well-
structured treatment, focused efforts at compliance to
the treatment and connection with the therapist, and
the explicit targeting of problematic symptoms.

Kenneth N. Levy, William D. Ellison,
and Lori N. Scott

See also Cognitive-Behavioral Therapy (v2); Diagnostic and
Statistical Manual of Mental Disorders (DSM) (v2);
Dialectical Behavior Therapy (v2); Psychoanalysis and
Psychodynamic Approaches to Therapy (v2);
Psychopathology, Assessment of (v2)
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PERSONALITY THEORIES

Personality theories attempt to identify personal char-
acteristics people share and to determine the factors
that produce their unique expression by any given per-
son. Sigmund Freud developed the first theory of per-
sonality, psychoanalysis, from his profound insight
that emerged in the early 1890s as he treated patients
with neurotic disorders: forces that exist in the uncon-
scious determine human behavior. Over the next
40 years he formulated the most influential personal-
ity theory in the 20th century. Freud argued that peo-
ple’s behavior reflects the outcome of a lifelong
struggle in which repressed unacceptable sexual and
aggressive instincts in the id are redirected toward
acceptable expression by the forces of reason in the
ego and of conscience in the superego. These instincts
sustain the self throughout life, at the cost, however,
of directing aggression toward others.

Freud’s ideas attracted numerous young European
intellectuals in the early 20th century, the most promi-
nent being Carl Jung and Alfred Adler. Both departed
from his orthodoxy to develop their own theories,
analytical psychology and individual psychology,
respectively. Jung partitioned the psyche, as he called
the mind, into the conscious ego, the personal uncon-
scious, and the collective unconscious. He posited that
inherent in each person is a lifelong process of indi-
viduation during which differentiation from others
and a balancing of the opposing forces of the psyche
(e.g., rationality/irrationality, masculinity/femininity)
are sought. If attained, an integrated self emerges.

Adler reasoned that each individual struggles
throughout life to overcome feelings of inferiority that

arise during the first few years of life as the child,
helpless and completely dependent, compares itself to
its more capable caretakers. The child responds to
these feelings unconsciously by striving for superior-
ity (personal competence), formulating rudimentary
life goals that give this striving a focus, and structur-
ing a style of life to attain these goals.

The ego, according to Freud, has no independent
functions. It acts only as a mediator to satisfy the
instinctual demands of the id. Freud’s daughter, Anna,
and Margaret Mahler expanded the concept of the ego
in the mid-20th century to include functions that guide
the person’s competence in mastering life’s demands,
particularly those related to social interactions. Their
work focused on the study and treatment of children
and gave rise to psychoanalytic ego psychology.

Erik Erikson elaborated this concept further in the
second half of the 20th century. He postulated that ego
development is bound closely to changing social insti-
tutions and values. Central to his theory is the devel-
opment of ego identity, a process that begins in
adolescence and continues throughout life. Erikson
reasoned that ego development occurs via a series of
genetically predetermined stages (critical periods).
During each stage specific developmental crises of
increasing social complexity are faced. Society
ensures that the process unfolds in the proper order
and at the proper pace.

Object relations theorists elaborated the concept of
the ego and transformed core psychoanalytic con-
cepts. Prominent among these theorists were Melanie
Klein, David W. Winnicott, and Heinz Kohut. They
emphasized the enduring influence of interpersonal
relations on a person’s unconscious processes and the
impact of these relations on the development of a per-
son’s inner world, especially on the infant’s interper-
sonal strivings for safety, love, empathy, admiration,
and trust. Harry Stack Sullivan, an interpersonal the-
orist, viewed the mother’s relationship with the infant
as crucial to the child’s developing self system. Karen
Horney, a social psychoanalytic theorist, emphasized
the critical influence of the parents on the developing
child’s self-images and tendencies to move away
from, toward, or against others.

From the 1930s to the 1950s, John Dollard and Neal
E. Miller transformed Freud’s psychoanalytic concepts
into the language of stimulus-response psychology.
Their work, psychodynamic social learning theory,
produced the frustration-aggression hypothesis, a
testable behavioral hypothesis of Freud’s aggression



