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Editor’s Note: Like the two preceding papers, this article describes comprehensively another of the major measures developed in the most recent decades to provide a description of personality structure and an assessment vehicle for psychotherapeutically induced structural change, beyond simply changes in symptoms and manifest behaviours—this measure developed by psychotherapy researchers in Germany (and again also indicated by Wallerstein in the article  immediately preceding that by Blatt, et al.)


True to its title, this piece offers a review of both the theoretic conceptualization and the empirical work detailing the psychometric properties of the OPD, similar to the paper by Blatt, et al., on the Object Relations Inventory (ORI), and by Shedler and Westen on the Shedler-Westen Assessment Procedure (SWAP). This article, with even greater detail, describes the manual for the use of the instrument (Operationalized Psychodynamic Diagnostics, OPD) for psychic structure and mental functioning. The authors also present the current thinking about the planned revision, OPD-II. The three articles together represent a significant sampling of the current burgeoning development—and deployment—of this new generation of outcome measures, designed to delineate the kinds of structural changes claimed as the special province of psychoanalytically-based psychotherapies, changes not conceptualized in non-depth psychological therapeutic modalities.

Abstract

In the following paper, axis IV of the OPD system, briefly called “psychic structure,” and its theoretical background is introduced. Subsequently inter-rater reliability and validity data are presented. Experiences with its application in the current version are reported, and further developments of the structure axis are outlined. Finally, the English translation of the German manual has been reproduced. 

The “psychic structure” axis of the OPD is one of four axes of a diagnostic system that defines clinically relevant psychodynamic constructs as much as possible close to observation and independent of any particular meta-psychological school in order to complement purely phenomenological diagnostics and descriptive systems like ICD or DSM. The axis, which has been in use under clinical everyday conditions in different settings as well as in research projects for more than 10 years, provides precise guidelines for the assessment of a patient’s level of mental functioning and personal integration on the basis of his mental capacities and vulnerabilities. These are displayed in terms of six dimensions which encompass 24 subdimensions that can be detected in past and present interpersonal interactions, in particular with the therapist. 

The results of a couple of reliability studies as well as the results of several validity studies underpin the empirical basis of the OPD structure axis and the OPD system in general. Studies showed good reliability in a research context and acceptable reliability for clinical purposes. Validity studies indicate good content, criterion, and construct validity for the axes. Experiences with the OPD system to date show that the “psychic structure” axis is practicable and reliable for clinical use under different treatment conditions and in research. Further developments target more improvements of the clinical applicability and the planning and conducting of therapies, and corresponding treatment research topics.

Introduction

The diagnosis of mental and psychosomatic disorders is currently dominated by descriptive diagnostic systems, the most important of which are the ICD-10 and DSM-IV. Unfortunately, these purely phenomenology-based classification systems concentrate on surface symptoms and neglect important diagnostic aspects that are meaningful for the planning and guidance of a psychotherapeutic treatment. It would cause immense suffering and personal tragedies if the medical diagnosis of disease would be based only on unspecific superficial symptoms like fatigue, fever, vomiting or palpable swellings. Beyond superficial symptoms, the diagnosis is always supported by clinical tests and is proved by laboratory results that are interpreted in the light of a fairly thorough understanding of normal physical structure and functioning. Many psychodynamic psychotherapists have criticised the lack of therapeutic relevance of purely descriptive classifications and have called for a multidimensional perspective in the classification of mental disorders, including also not observable intrapsychic conflicts, interpersonal problems, and mental functioning. Similar to the diagnosis of pathological physical conditions, the diagnosis of mental disorders should be based on the psychopathology of a symptomatology and the underlying malfunction, not exclusively on superficial symptoms (see also Malik & Beutler, 2002).

Over the last decades, in psychodynamic theorising and therapeutic practise, psychic structure and mental functioning have become a diagnostic core concept besides the evaluation of the patient’s typical interpersonal patterns and intrapsychic conflicts (Horowitz et al., 1993). Through the lasting contributions of ego-psychologists, object relations theorists and self psychologists, all major psychoanalytic schools have approved the importance of psychic structure and mental functioning for personal development (Fonagy and Target, 1997; Fonagy et al., 2002) and a broader psychodynamic understanding of healthy and malfunctioning personal and interpersonal conditions. The concept of psychic structure and mental functioning describes typical dispositions or patterns of individual experiencing and behavior that mostly become evident in interpersonal interaction. In the genesis of pathological states and diseases, the concept of psychic structure and mental functioning is complementary to the concept of conflict (Schüßler, 2004). While conflict focuses on neurotic triggering events, structure is related to individual vulnerabilities and capacities to adapt to changing conditions. In this sense, psychic structure and mental functioning are to be seen as a backdrop for the unfolding conflicts. As the development of psychic structure and mental functioning is based in early childhood, malfunctioning in adulthood can be conceptualized as deficient growth or regressive merging of mental functions. 

Until now, in the psychoanalytic field there were some interesting attempts to operationalize mental functioning and other diagnostic aspects. Anna Freud did not only describe defense mechanisms, she was also significantly involved in the development of the Hampstead Index which was an early attempt at comprehensive psychoanalytic diagnostics (A. Freud, 1937, 1962). Bellak and Hurvich (1969) operationalized ego functions and developed rating scales to judge them in clinical material. Kernberg (1977) presented the diagnosis of the structural organisation of the personality. 

Despite these promising early efforts, operationalized diagnostic approaches remained a matter of empirical psychotherapy research at most. For example, Gill and Hoffmann’s (1982) method for studying the analysis of aspects of the patient’s experience in psychoanalysis and psychotherapy originated in clinical issues, but then turned into an almost pure tool for empirical research. Perry (1989, 1990) introduced an operationalization of conflicts to psychotherapy research and Perry and Cooper (1989) presented a rating of defense mechanisms. Based on psychoanalytic constructs on different levels of abstraction and interference, Weinryb and Rossel (1991) designed the Karolinska Psychodynamic Profile (KAPP) to achieve a comprehensive multidimensional empirical profile of mental functioning and personality traits as they are reflected in a patient’s perception of himself and his interpersonal relations. But only those empirical research instruments that assess basic clinical facts close to observation, like cyclic maladaptive interpersonal patterns (Luborsky & Crits-Christoph, 1998; Strupp & Binder, 1993), had impact on clinicians in return, particularly in the conceptualization of the (counter-) transference relationship. 

That the outlined approaches did not achieve broader acceptance amongst psychoanalytic clinicians is due to the fact that psychoanalytic diagnostics, in the stricter sense of the term, has generally remained full of idiosyncratic diagnostic categories and contradictions with regard to the usefulness of a systematic conceptualization and properly operationalized diagnostic process. In their clinical everyday practice, psychotherapists use a multitude of (meta-) psychological constructs to describe mental functioning. Many of these were formulated in such an abstract manner that they are more or less detached from clinical phenomena and cannot be applied easily. This led to a confusing heterogeneity of theories and concepts in psychoanalysis and restricted diagnostic developments.

Against this backdrop of a lack of systematic operationalizations in psychodynamic diagnostics, almost 40 German-speaking clinicians and psychotherapy researchers founded a task force called Operationalized Psychodynamic Diagnostics (OPD) in the early 1990s. The goal of this working party was the development of a diagnostic system that would be capable of grasping the main psychodynamically relevant diagnostic features in an easy-to-handle and communicate standardised format. The OPD inventory, first presented in 1996, is a multi-axial operationalized psychodynamic approach based on four axes called “experience of illness and preconditions for treatment,” “interpersonal relations,” “conflicts,” “psychic structure,” and the fifth axis, “psychic and psychosomatic disorders,” which allows the OPD diagnosis to be related to the descriptive ICD and DSM classifications. The system quickly found broad acceptance, primarily in the German-speaking countries where more than 3500 psychotherapists have been trained. In 2003, a child and adolescent version was published first in German (Arbeitskreis OPD-KJ, 2003). Since various translations became available (English, Italian, Hungarian and Spanish; Turkish and Chinese are in progress), the system is gradually spreading over Europe, South America, and Asia. 

Operationalization of Psychic Structure and Mental Functioning in the OPD System

Over the last decades, in psychodynamic theorising and therapeutic practise, psychic structure and mental functioning have become a diagnostic core concept amongst others. Through the lasting contributions of ego-psychologists, object relations theorists and self psychologists, all major psychoanalytic schools have approved the importance of psychic structure and mental functioning for a broader psychodynamic understanding of healthy and malfunctioning personal and interpersonal conditions. 

The theoretical conceptualization of the OPD Task Force primarily combines object-relational approaches with those from self- and ego-psychology. Psychic structure is determined as a slow-changing developmental process. It is defined as the way the self shapes itself, and functions in relations to others. It is assessed by the underlying structural readiness as shown in interpersonal action over the last two years. 

The diagnosis of psychic structure and mental functioning is elaborated in Axis IV, briefly called “psychic structure.” This OPD axis differentiates four levels of integration of psychic structure: Good integration means that an autonomous self possesses a mental internal space in which mental conflicts can be carried out. Moderate integration implies lower availability of regulating function and a weaker differentiation of mental substructures. Low integration depicts less developed mental inner space and substructures, so that conflicts are barely mentally worked out, but are mainly worked out in the interpersonal sphere. The disintegration level is characterized by fragmentation and psychotic restitution of psychic structure. The patient’s level of mental functioning and integration is assessed on the basis of the mental capacities and vulnerabilities displayed in terms of six dimensions which encompass twenty-four sub-dimensions:

1. Self-Perception:  Self-reflection, self-image, identity, differentiation of affects

2. Self-Regulation:  Tolerance of affects, self-esteem, regulation of instinctual drive, anticipation

3. Defense:  Type, result, stability, flexibility, defense mechanisms

4. Object-Perception:  Subject-object differentiation, empathy, object-perception as a whole, affects concerning objects

5. Communication:  Contact, understanding affects of others, communicating one’s own affects, reciprocity

6. Bonding (Attachment):  Internalization, detachment, variability of attachment

The first three dimensions (self-perception, self-regulation, defense) refer to the patient’s self; the second three dimensions (object-perception, communication, bonding) focus on the patient’s relationship with the objects. In a final assessment, psychic structure and mental functioning is given as a global rating.

The OPD manual provides operationalized diagnostic criteria on these four levels of integration, further descriptions, and clinical examples of the different levels of integration for each structural dimension to determine a structural profile as well as, finally, the total structural level. Additionally, the rating of each item of all subdimensions is facilitated by an extensive checklist which provides short statements for the classification of the integration level (Rudolf et al., 1998). The 24 subdimensions are contained in the so-called “Heidelberg Focus List,” which has been very useful in psychotherapy studies (Grande et al., 1997).

As psychic structure is conceptualized as shifting slowly, the diagnostic assessment of mental functioning is restricted to the last two years of the patient’s history. Reports about the patient’s interactions in the last two years and, in particular, the direct encounter between patient and interviewer, are the most important cues for understanding the patient’s capacities for mental functioning and the underlying psychic structure under ordinary conditions, as well as under periods of mental disorder. Acute mental disorders may supply indicators for psychic structure and mental functioning, but they do not determine the diagnosis of psychic structure exclusively, as they are often characterized by states of regression and crisis. 

During the diagnostic process, the interviewer experiences aspects of the patient’s mental functioning and gains a consecutively completing picture from the patient, his daily routine, his life history, etc. Recently published interview guidelines and tools should ensure that relevant information for the axis is obtained during a one to two hour initial interview. These guidelines are flexible enough that the interview can still be conducted as an open psychodynamic interview (Dahlbender et al., 2004). 
Reliability of the OPD Axis “Psychic Structure/Mental Functioning”

The OPD system operationalizes central concepts of psychodynamic theory using simple empirical criteria close to observation and exemplifying clinical examples to enable objective and reliable judgments of a patient’s functioning. Even though OPD tries not to do this at the expense of essential contents, the use of the system or an axis always demands from the user a critical acceptance of the meaningfully intended simplifications. Only thus does it become possible to meet reliability and validity criteria that are regarded as standard in clinical research. 

In a multi-centre reliability study, 269 video-recorded diagnostic interviews of one to two hours duration from six mental departments were independently rated by the clinical interviewers and a second judge who was present at each of the interviews (Cierpka et al., 2001). Inter-rater reliability was calculated using weighted kappa values (Cohen, 1968). The inter-rater reliability achieved for the structure axis ranged in the realm of “good” (Landis & Koch, 1977; Fleiss, 1981; Chicchetti, 1994) and was in the vanguard of all OPD axes. In two departments, the mean weighted kappa values for all six subdimensions were 0.70 and 0.71 respectively and ranged from 0.60 to 0.81 and 0.62 to 0.78 respectively. In summary, the reliability obtained for the axis “interpersonal relations” and the axis “conflicts” were satisfactory and good for the axis “psychic structure,” especially when the judgments and the interviews were conducted under more strict research conditions. 

For the Karolinska Psychodynamic Profile (KAPP; Weinryb et al., 1999), for example, the inter-rater reliability is excellent and ranges between 0.72 and 1.00 but has only been demonstrated for five judges. In two of the six departments in the OPD reliability study, where the interviews were conducted under very pragmatic clinical everyday routine conditions with rather limited time resources, mean weighted kappa values obtained for all four OPD axes ranged between 0.30 and 0.50 and corresponded approximately to the results of an earlier OPD practicability study also conducted under the conditions of clinical routine (Freyberger et al., 1996, 1998). Compared to these reasonably robust OPD results, the ICD-10 is only moderately reliable under routine clinical conditions (Michels et al., 2001). The most gratifying clinical practicability and good inter-rater reliability of the structure axis is mainly due to the fact that its theory of mental functioning is defined within a framework close to observable behaviour, and not close to meta-psychological concepts.

The diagnostic system of the OPD Task Force requires complex clinical judgments which demand an intensive clinical education and an OPD training of 60 hours. The results of the OPD reliability study demonstrated this clearly. They suggested that a standard training facilitates the reliable handling of the OPD system, but can not substitute for a lack of basic clinical experience of at least two to three years to enable appropriate clinical conclusions. Apart from an intensive training and the professional experience of a diagnostician, experience shows that the quality of the investigated clinical material plays an important role in the quality of the evaluations as well. The results of the OPD reliability study indicated that diagnostic interviews performed within a research context and ratings using more structured material led to distinctly better values. This finding is also supported by a study which applied the OPD structure axis to the written texts of 118 relationship episodes gathered from a semi-structured interview on relationship episodes. Even though the interviews were conducted by clinicians with only little interviewing practice and the ratings were accomplished by advanced students, a mean intra-class correlation coefficient of 0.70 revealed good inter-rater reliability (Dahlbender, 2002). Presumably, this was due to the fact that complex mental constructs open up even to clinically less experienced users, through the clear and rather easy-to-apply descriptions offered by the structure axis, especially when using the extensive structure checklist (Rudolf et al., 1998).  

Validity of the OPD Axis “Psychic Structure/Mental Functioning”

A number of studies deal with concordant validity aspects, that is to say, the agreement between psychic structure evaluation and mental functioning respectively, and other concurrently obtained data. 

Nitzgen and Brünger (2000) examined 137 male patients with chronic substance abuse at the start of an in-patient admission and showed that these patients had the poorest values in the area of self-control (Mean = 2.2; 2 corresponds to moderate and 3 to poorly integrated). This result was also to be expected theoretically since this structure area comprises, among others, the aspects, tolerance of affect and impulse control. These findings are confirmed by a study of Reyman et al. (2000), where structural deficits in self control as well as in object perception were ascertained in 22 alcohol-dependent males on a detoxification ward. Further indications of validity were obtained by the first mentioned study with respect to concordance with ICD-10 diagnoses. Patients who had ICD diagnoses of neuroses (Mean = 1.97) showed higher structured levels of integration than patients with personality disorders (Mean = 2.37, p < 0.01). Rudolf et al. (1996) found that a lower structural level is associated with a longer duration of mental illness (-0.38, p = 0.06), which may be due to the poorer mental regulation capacities of these patients. Rudolf et al. (2002, 2004) demonstrated a statistical association between the two OPD axes “conflict” and “psychic structure.” As theoretically expected, the conflict dependency vs. autonomy, as well as the self-esteem conflict, correlated with a low level of mental functioning. Oberbracht (2005) revealed in a study applying the OPD axes “interpersonal relations” and “psychic structure,” as well as the IIP (Horowitz et al., 1993), that a decreasing level of mental functioning goes along with an increasing occurrence of personality disorder diagnoses, and with negative interpersonal capacities on the patient’s side, like hostile, aggressive, and separating behavior, as well as negative counter-transference attitudes on the therapist’s side. 

Other validation studies focused on inner validity aspects. Schauenburg (2000) examined 49 consecutively admitted in-patient psychotherapy patients and found that secure attachment as determined by the Pilkonis attachment diagnosis (Pilkonis, 1988; -0.30, p = 0.05) as well as excessive striving for independence (-0.29, p = 0.06) were associated with a better structural level, whilst borderline traits (0.27, p = 0.08), excessive autonomy strivings (0.32, p = 0.03) and antisocial traits (0.55, p = 0.00) were associated with poorer structural level. In the same sample, Grütering and Schauenburg (2000) compared independent judgments of the Karolinska Psychodynamic Profile (KAPP) with the dimensions of the OPD structure axis and found expected correlations concerning content: the capacity for self-control was associated with the scales, intimacy and tolerance of frustration. Likewise, there was an association between higher integration and object perception or communication and the capacity to experience intimacy. Grande, Schauenburg, and Rudolf (2002) compared the Wallerstein Scales of Psychological Capacities (SPC; Wallerstein, 1988) with mental characteristics measured by the OPD structure axis. Numerous expected associations were found when comparing conceptually similar scales on both sides, e.g., a correlation of r = 0.30, p < 0.05 between the OPD scale “drive” and the SPC dimension “self-control.” Furthermore there was a significant concordance between low structure level according to OPD and the SPC scale “emotional blunting” (r = 0.41, p < 0.01) and “rarely able to rely on others” (r = 0.43, p < 0.01). These two SPC items relate more than others of this instrument to the interpersonal capacities of a person and are, therefore, especially close to the theoretical concept of the OPD structure axis, which particularly places the capabilities and vulnerabilities of the “self in its relationship to others” in the centre of the examination of mental functioning. Lange and Heuft (2002) specified an association between psychic structure and mental functioning, respectively, and a score of mental disturbance (Beeintraechtigungsschwere-Score (BSS); Schepank, 1994). Spitzer et al. (2002) found associations between mental functioning and demographic aspects, psychopathology and categorical diagnoses. Schneider et al., (2002) demonstrated a higher level of mental functioning in patients who were recommended to psychotherapy and a lower level in patients who were recommended to psychiatric treatment. Using the Facial Action Coding System (FACS) and OPD in an experimental design with eight patients, Schulz (2004) found evidence that patients with a higher level of mental functioning had a more comprehensive and more differentiated facial expression than patients with a lower level of integration. 

Based on a model of the internalization and actualization of internal representations, Dahlbender (2002) investigated psychodynamic expert-assumptions between the severity of the individual psychopathology and internalized representations of interpersonal patterns, conflicts, defense and mastery mechanisms, and mental functioning. He designed a cross-section study and analysed relationship interviews of 44 young female patients with a broad spectrum of diagnoses in in-patient psychotherapy with widely used quantitative and qualitative methods. The ratings of independent and reliable judges were analyzed with parametric and non-parametric correlative procedures. The findings showed that the severity of mental illness can be best predicted by the internal representations of interpersonal patterns, intrapsychic conflicts, conflict-defense, conflict-mastery, and specific features of psychic structure and mental functioning. Particularly with regard to different types of psychopathological severity, the results indicated one type with leading problems in mental functioning and psychic structure, respectively amongst others with problems predominantly as a result of maladaptive interpersonal relationships, conflicts and conflict adaptation competences or processing skills. Using the OPD structure axis, he could support expert assumptions and present a hierarchical association model in which mental functioning has a fundamental impact on conflicts and their defense and mastery and, thereby, on interpersonal relationship patterns in turn. 

Rudolf et al. (1996) provided evidence that the level of mental functioning at the beginning of an in-patient treatment was a very good predictor for the success of the further treatment as judged by both patient (0.30) and therapist (0.40, p < 0.05). The view of the individual structure dimensions indicates that bonding capability (patient 0.42, therapist 0.46, p < 0.01) is particularly relevant for the outcome prediction. It seems that the capacity to imbue others positively over a certain period of time enhances the chance of a successful therapeutic interchange. Strauß et al. (1997) confirmed in a study with thirty subjects that patients with a higher level of mental functioning benefit more from in-patient psychotherapy than those with a lower level of functioning. Grütering and Schauenburg (2000) found that level of self reflection was a good predictor for the outcome of psychotherapy. 

Studies on construct validity indicate that “psychic structure” basically seems to be a one-dimensional construct with various interdependently operating components. A single main factor with a very high eigenvalue arising from a main component factor analysis (Grande 1999, unpublished) points in this direction. Internal consistencies of 0.87 for the structure dimensions and of 0.96 for the structure foci respectively underpins this assumption too. Since structural constitution and mental functioning represent rather stable personal characteristics in the length of time, a pre-post-concordance of 84.4% for structural aspects during a 12-week period of in-patient treatment provides further support for the construct validity of the structure axis (Grande et al., 2000).

Experiences with the “Psychic Structure/Mental Functioning” Axis of the OPD

Since the first edition in 1996, the OPD structure axis has been fruitfully used under clinical circumstances and adapted to a variety of diagnostic as well as therapeutic research topics. 

Studies that have been conducted have demonstrated the broad scope of psychic structure and mental functioning, mostly in patients with different mental disorders under psychotherapy. They have also revealed a lot of clinically relevant findings, especially associations between psychic structure and diagnoses, as well as interpersonal relations and conflicts. The lack of convincing significant associations between OPD axes and ICD-10 diagnosis underlines the concept that the OPD system provides independent psychodynamic diagnostic features and successfully complements purely descriptive classification systems, as intended. 

As expected, the initial treatment studies conducted by Rudolf and his group indicated that the diagnostic findings on the OPD axes “conflict” and “psychic structure” did not change noticeably under psychotherapy; neither did the leading conflicts disappear nor did the psychic structure ameliorate substantially. In order to detect sensitively slight changes in these areas, Rudolf and his group picked up this methodological challenge and added a newly invented scale to the family of OPD instruments, the so-called Heidelberg Structural Change Scale (HSCS; Rudolf et al., 2002). For the HSCS, inter-rater agreement of 0.77 (Pearson correlation) was found on the basis of N=306 individual focus ratings. This scale was developed to differentiate therapeutic change in OPD findings above and beyond the simple dichotomy of present vs. not present. Related to the “Assimilation of Problematic Experiences Scales” (APES;Stiles et al., 1992), the scale operates within a framework of focal changing processes and allows, through its fine gradations, a quantitative weighting of therapeutic change in each individual focus (Grande et al., 2000, 2001). The Heidelberg Structural Change Scale defines dynamically, and therefore therapy-relevant, foci on the OPD axes “interpersonal relations,” “conflict” and “psychic structure,” and assesses the intensity of the treatment efforts, the degree of awareness, accountability, and integration. 

This focus approach enables both therapist and patient to decide on which of the patient’s particular problems they want to work, and what therapeutic methods are most convenient to restructure them, namely at the beginning, and at any time in the course of treatment. The restructuring therapy aimed for is not restricted to psychic structure and mental functioning; in fact it includes verifiable change in the entire personality organisation, which means on all OPD operationalizations. To grasp an individual disorder adequately, five foci usually are sufficient (Grande et al., 1997, 2003, 2004; Rudolf et al., 2002), in particular if at least one conflict and one structure focus has been chosen. 

The definitions provided by the OPD structure axis and the related instruments allow a more accurate identification of a broad variety of alterations and deficiencies of the psychic structural, and the mental, functioning, and direct the clinical attention more selectively towards the psychotherapeutic treatment of these issues. Thus it becomes possible to complement the traditional emphasis of psychodynamic treatment on the uncovering of conflicts with a structural approach of an OPD based psychodynamic psychotherapy (Rudolf, 2002a, 2002b, 2002c). The consequent focusing on structural issues, wherever necessary, led to a therapy manual with concrete recommendations for therapeutic work (Rudolf, 2004). 

OPD-II: Further Developments of the OPD System and the “Psychic Structure/Mental Functioning” Axis in Particular 

Since the OPD manual was first published in 1996, many psychotherapists and psychiatrists have become acquainted with it and have used it. In various psychosomatic clinics, substance abuse clinics, university departments for psychotherapy and psychosomatics, the OPD is used in day-to-day practice and in several research projects. 

Mainly through the work with forensic psychiatric patients, it became apparent that the structure axis needed some differentiations, especially on the disintegrated level of the scale.

Currently, after more then ten years of clinical and scientific experiences with the diagnostic system of OPD-I, the OPD Task Force is working on a thorough revision. Based on systematic diagnostic findings according to the well-known OPD-I axes, OPD-II is aiming at criteria for an improved focal treatment planning and processing.
Focusing on four basic capacities, namely perceptive, controlling, communicative and relating capacities, the structure axis in OPD-II will retain its valuable dichotomous system, and evaluate these capacities with regard to the self and to the objects. Because only very few treatment relevant items have to be supplemented, an easy transformation of OPD-I items into OPD-II items should be possible. As the structural function of defense is a more meta-psychological construct that cannot be described close to observation, this OPD-I sub-dimension will no longer be part of the axis itself. Defense issues become a separate module in the appendix. Even more clinical applicability in day-to-day practice is the superior goal of all revision efforts. 

OPD-II will be available in German in 2006, and shortly after, respectively first in English and then in Spanish. 

7.
OPD Axis IV: “Psychic Structure/Mental Functioning” 

7.1
Structure and Structural Disorder

7.1.1
Prerequisites and Goals of the Diagnostics of Personality Structure

Mental structure is a typical disposition for experience and behaviour in the individual. Its patterns become manifest and visible in interaction with others. As to diagnostics, the examiner experiences something of the patient’s structure in the direct encounter, gaining a picture from the patient’s story about daily routine and life history. The patient’s interactions in the diagnostic relationship and the report of past interactions are the material to be structurally examined. The diagnostic assessment of structure need not start from an acute morbid disorder; rather, primary attention should be paid to the underlying structural readiness as revealed in interactions of the last year or two. Acute disorders including regressive states and crises do not determine the diagnosis of structure, but are indicators of structural readiness.

Recognizing mental structure is necessarily tied to communication and interaction. The assessment of structural aspects requires a diagnostic interview that allows relational diagnostics. This means an interview technique that does not mainly ask questions on single points (e.g., symptoms), but lets patients describe themselves in relation to the investigator. In order to reflect on and to interpret interaction, the investigator must be able to alternate between observation and introspection; he or she must be acquainted with the theory of personality, have acquired diagnostic experience from supervised interviews, and have self-experience.

Structural diagnostics can proceed in one or several interviews. The primary goal is to give practical advice for choosing suitable therapies, keeping in mind both the structural possibilities or limitations of the patients (who should not be overburdened) and the aims of therapy (growth of structure as the task of therapy).

7.1.2
The Concept of Structure

Descriptively, structure means the ordered joining of parts into a whole. To explain structures, we use rules on how they function and arise.

In this sense, the concept figures in many different disciplines, e.g., the geological structure of a valley, the molecular structure of a crystal, the age structure of a population, the demographic structure of a society, and the structure of texts, systems of signs, languages, communication.

To see the sense of structures, we usually consider how they developed, i.e., how they came to grow and function in their historical setting. Since we always set up hypotheses, structures that cannot be directly inspected are in fact models and explanatory constructs, formulable only under theoretical assumptions. Such structural models therefore refer to certain theories and their terminology. Dealing with structural concepts therefore needs constant critical review of the underlying assumptions.

Structures can usually be put together from substructures and be taken as parts of a higher order in a network of effective quantities. They constitute a set of information that, in turn, organizes experiences and processes them. This resembles a system stressing dynamic processes of homeostatic balance in terms of sets of recursive rules and the start of nonlinear processes.

7.1.3
The Psychological Concept of Structure

The concept of structure in a psychological sense denotes the set of mental dispositions as a whole. They encompass everything that repeats itself in an individual’s experience and behaviour (consciously or unconsciously) in accordance with a rule. Structure lies at the basis of long-term personal style (Shapiro, 1965), in that individuals time and again restore their intrapsychic and interpersonal equilibria. A highly integrative structure is flexible and has creative functions that regulate and adapt within and between individuals.

Structure is not rigid and immutable, but dynamic; it develops throughout life, but so slowly that it almost appears to be static. This is where concepts such as identity, character, or personality come into play. To counterbalance too static a view of structure, one must consider arguments suggesting a dynamic view of mental structures, since they grow during life. Although they rest on innate dispositions, they are first shaped during childhood and undergo more or less major changes throughout life. Moreover, mental structures are dispositions, and as such not observable; they are realized only in concrete and present situations, from which one infers back to long-term character traits (dynamic analysis of structures). Such inferences, however, are never exhaustive. The description of personality structures is always provisional and incomplete (logical restriction on the hypothesis of stability). Further, structure implies stability over time, which on the psychological plane is restricted. Assuming that personality can grow and develop throughout one’s lifetime, structure contains dynamic aspects of development, though acting slowly (slow-change model). Structures change through new information being integrated, and in this manner set up new rules—which change in turn when further new information is gained.

7.1.4
The Psychoanalytic Concept of Structure

As in other sciences, psychoanalytic literature has no uniform concept of structure. However, several central notions can be distinguished:

· The topographic model of structure: Freud, in The Ego and the Id (1923), or in the New Lectures speaks of the “structural conditions of mental personality” (1933), describing the interplay of ego, id, and super-ego. It is not the aim of this model to describe parts of the contents of the mental structure taken singly, but rather their interplay—the set of rules of mental functioning in the topography of the “mental apparatus,” e.g., to distinguish the conscious/unconscious systems.

· Structure of character: This deals with concepts that succinctly describe types of character attitude. These are based on theory, that is, derived from metapsychology and developmental psychology (oral personality, anal character, etc.; cf. Abraham, 1925). As a diagnostic category, character neurosis is a countertype to conflict neurosis. There are transitions to what is called personality disorder in contemporary diagnostic systems.

· Neurotic structure: In the psychological concept of neurosis by Schultz-Hencke (1951), we speak of hysterical, compulsive, depressive, and schizoid neurotic structure. This concept of instinctual drives describes the consequences for character when certain instincts are repressed. As a rule, clinical diagnosis finds several structural parts in parallel (e.g., depressive hysterical; see Schwidder, 1972a, b).

· Structure of ego, self, and object relations: Modern psychoanalysis distinguishes concepts such as the “ego,” “the self,” and “object relations” more and more in terms of structure, above all as how these develop psychologically, i.e., how the self in its object relations becomes more distinct and integrated (see Rudolf, 1993, 55-83). Lately, these notions have been increasingly influenced by observations on infants and small children (see Lichtenberg, 1983; Schüssler and Bertl-Schüssler, 1992; Stern, 1985). They stress the infant’s innate object-seeking activity, and its ability, developed early on, to engage the caring adult in social interactions. These pleasurable interactive games involve bodily care and nutrition as well, which classical theory had put in the foreground (e.g., oral or early libidinous relations). In these early phases of development, the ego begins to organize itself, shows interest, is ready to act toward the non-ego, i.e., the world of objects (conveying ego intentions, cf. Rudolf, 1977). This is where the self begins to develop, a process completed when the ego comes to see itself as an object, and thus establishes a reflexive relationship. This opens an inner space where conceptual and symbolic representation of experience begins, which is observable from about the 18th month of life onward. In the constant interaction with the world of objects, the guiding and organizing function of the ego becomes more subtle, and pictures of the self and important objects arise (representations of self and of objects). Objects are thus experienced apart from the self, recognized, linked with feelings, and internalized. Emotional experiences of important objects, above all affective interactions, between the child and its reference person, affect not only the image of and attitude toward him or her, but also the image and value of the self. The structure of self and object relations matures in a lively mesh; the self grows more coherent, bounded, and able to organize itself, while it also becomes more tied to the others who give security. This in turn favors the growing autonomy of the self, which thus strengthened, learns to detach itself from objects and begins to deal with them. The result of the development is an autonomous self with a sense of identity, always able to adjust its own image and value, and its power to guide and act.

Short definition of some important concepts:

· The ego: the central organizer of the psyche, aiming intentionally at objects.

· The self: the reflexive mental structure. The ego makes itself the object of perception and thus becomes the self (self-image). The self evaluates itself and feels others evaluating it (self-esteem), and experiences itself as constant and coherent (identity). It conjoins all mental functions and dispositions into a whole, regulating itself and organizing relations to others.

· Structure: the way the self shapes itself, and functions, in relations to others.

Structure can be described in several structural aspects. This includes the ability of self-perception, self-regulation, and the ability of flexible and “mature” defense. The self accepts objects as different from itself with their own special properties and rights; this means the ability of object perception, of communication and attachment. This basic growth occurs in the first 5 to 6 years of life. Structural disorder in adults can be seen as deficient growth or regressive merging (see A. Freud, 1977; Heigl-Evers, et al. 1993). In the case of deficient growth, conditions for the maturing self were so adverse, above all the gap between the child’s needs and what caregivers offered (or the impact of traumatic experiences so great), that one or more of the structures described above were unable to unfold adequately. The result is an immature, underdeveloped, or disturbed self-structure, able neither to be independent nor to organize itself adequately or be self-reflective. The person is unable to develop reliable bonding with supportive objects—or even perceive them reliably.

In the case of regressive merging, the notion is that the structure was able to develop, but remained too unstable to prevent internal and external stress from habitually triggering regressions that depress structure to a more immature level of tensions and disruptive states. This is not an acute crisis implying illness, but a long-term tendency of the structure toward disorder and regression.

7.1.5
Proposal for Operationalizing Structure for OPD

Psychodynamic diagnostics and indication for therapy demand an assessment of structure. We have much relevant psychoanalytic material here, but there are so many theory-based concepts available that they are hard to apply. We propose an integrative psychodynamic approach that largely avoids traditional psychoanalytic concepts. Instead, staying close to observation, it shows the behaviour and experience of patients and therapists in a diagnostic setting. This does not, however, mean an absence of theory.

Our system involves mental structure as that of self in relation to the other (see the brief sketch on developmental psychology in the previous chapter). We mainly combine object relational approaches with those from the psychology of the self and the ego. The concept of the self in any case makes sense only if we consider the other: The self develops through relations, much as it has developed via the other and detachment from the other by internalization (Seidler, 1995a, 1995b; Dahlbender, 2002). This concept of self-structure stresses interpersonal events, not internal ones, though it integrates aspects of ego-psychology.

Of great importance for a diagnostic understanding of structural features is countertransference, which echoes to the examiner what patients put into the relation by virtue of their structure.

The self in relation to the other is described under six aspects that mark six observable functions (“capacities”) of the structure concerned.

· Self-Perception.  Self-reflection, the acquisition of a self-image (provided one can distinguish between self and objects), and the retention of that image over time, coherent in its psychosexual and social aspects (identity); the ability to distinguish internal processes and above all their affective side (differentiation of affects).

· Self-Regulation.  Organizing oneself so that the self can be experienced as originating competent action, guiding and integrating one’s needs and feelings, enduring stress and restoring balance. Especially important is the capacity to assess self-esteem at a realistic level and regulate its fluctuations.

· Defense.  Using certain means (“defense mechanisms”) to maintain or restore balance in the face of internal or external stresses or conflicts.

· Object Perception.  The ability to distinguish between internal and external reality and hence to perceive others as integral persons with their own aims, rights, and contradictions, and empathizing with them.

· Communication.  Emotionally addressing others and approaching them, communicating with them, and understanding their affective signals.

· Bonding/Attachment.  Internal representation of the other (internalizing of objects), and maintaining this over longer periods (constancy of objects). Being able to alternate between bonding and detachment (farewell and grieving). Being able to protect bonding by developing and following rules for interacting with important partners.

These aspects cannot be logically separated from one another; rather, they represent the object of structure (the self in relation to the other) from various perspectives, and capture the complex functional patterns in various connections.

7.1.6
Structure and Structural Disorder: Different Levels of Integration in OPD

In developmental psychology, structure in adults results from maturation with growing differentiation and integration, marked especially by growth in mental aspects.  This concerns the internal representation of external objects and the experiences and attitudes of the self in dealing with objects (representation of self and interaction). Structure free from disorder means that the individual has obtained this mental internal space and can regulate it with internal processes, so as to establish and maintain satisfactory interpersonal relations. Structure is highly individual, not only in its limitations and weaknesses, but also in the resources and strengths the individual has developed.

Structural disorder can mean that certain structural distinctions and integrations have failed to develop (deficient development). The self can neither be autonomous nor organize itself adequately nor reflect upon itself; a reliable bonding with supportive partners did not develop.

In someone who is structurally vulnerable, structure has developed though not stably enough, so that regression sets in and structurally anchored functions are lost in the presence of internal or external stress, while feelings of tension and disintegration become active.

In our differential diagnosis we must distinguish between habitual structure and its disorder from striking features that may occur in an acute crisis. Conflicts that cause emotional stress (e.g., crises in relations, alterations, or stressful events), when combined with sleeping pills, excessive use of alcohol, nicotine, medicines, drugs, and the like, can set off regressions that become structurally apparent (e.g., loss of self-regulation of feelings and regulation of self-value, doubts as to one’s identity, gaps in communication, projective mix-ups between self and objects, etc.). This should be considered exceptional (acute, crisis-linked structural oddity); apart from this, one should consider the long-term structure typical for the person in question for the last one to two years.

To mark the extent and quality of structural disorder or vulnerability, we distinguish four levels of structural integration (good, moderate, low, disintegrated). For a continuum between mature and psychotic structure (well-integrated and disintegrated, respectively), four steps seem too crude, as this would leave out many intermediate cases. However, four steps on six levels of assessment adequately capture the severity of structural disorder and provide a qualitative marker.

The concluding finding documents both: the qualitative description of the six assessment levels and a global estimate of the level of integration.

The logic of the different levels of structure is often used in the literature, though on varying theoretical grounds. Kernberg’s structural interview (1977, 1981) distinguishes between neurotic, borderline, and psychotic levels, and operationalizes them descriptively, mainly via identity, defense, and reality testing. In a different connection, Kernberg distinguishes four levels (higher, intermediate, lower, psychotic), the criteria being super-ego, ego, ego-identity, reality testing, development of instinct, defense, character traits, object relations, and affects (1970). An articulated system using a similar psychoanalytic basis is described by Lohmer et al. (1992). They, too, aim at distinguishing between the neurotic-level, medium-level, and borderline disorders, via assessing the kind and pathology of object relations, ego-structure, defense mechanisms, super-ego development, quality of fear, and doctor-patient relationship. Part of what is described there has entered our manual. The same is true for the scale “Ego/self/object relations,” which is used at the Psychosomatic Clinic Heidelberg as a matter of routine for capturing structural levels and their changes during therapy (Rudolf et al., 1997). Moreover, a psychoanalytic rating device with this aim was used by Engel et al. (1979). Some assessment scales aim specifically at levels of ego-functions and object relations, e.g., those of Bellak & Hurvich (1969) and Bellak & Goldsmith (1984). These scales were used also in a study with various disorders such as Morbus Crohn and obsession (Davies Osterkamp, et al. 1992). Other possibilities of diagnosis were used by Schüssler et al. (1990). Weinryb and Rössel in Sweden developed a very subtle psychodynamic profile (KAPP; Weinryb & Rössel, 1991).

Other scales aim only at the level of object relations (e.g., Piper et al., 1991). Some papers concentrate on partial diagnostic domains, (e.g., the detailed operational account of defense by Ehlers & Czogalik (1984) and Ehlers & Peter (1990), using assessments by self and others (KBAM or SBAK).

Our proposal takes into consideration experiences with such scales and systems. Attendant problems concern above all the objectivity and reliability of highly complex theoretical constructs that are hard to operationalize in behavioural terms. We therefore tried

· to concentrate on a single theoretical line (the self and its relation to the other);

· to limit ourselves to a few criteria for judging structure (self-perception, self-regulation, defense, object perception, communication and attachment);

· to describe these categories in the manual clinically (close to experience, behaviour, and observation); and

· to avoid traditional psychoanalytic concepts as much as possible (since every concept in its long history of development has acquired various shades of meaning), or to embed such concepts in an explanatory context.

7.2
Manual of the OPD Axis IV: “Psychic Structure/Mental Functioning”

7.2.1
Introduction

The relationship between conflict (axis III) and structure (axis IV) is manifold. Obviously, the two constructs describe distinct aspects of a common reference system. Conflict (also as a repetitive pattern) describes aspects of disease-triggering and of psychodynamics; structure is related more to disposition to disease, vulnerability of personality, and capacity to work things out. This manual describes the general characteristics of the four levels of integration and a thorough operationalized account of the six structural dimensions of assessment with clinical examples.

Basis and Period of Observation

The interaction of the patient with the interviewer during the diagnostic interview and those interpersonal relationships reported by patients from their own lives form the “material” to be examined as to structure. When making a diagnostic assessment of the patient, what is important is not necessarily the current disorder; of primary significance is rather the underlying structural readiness as shown in interpersonal actions over the last year or two. Present disorders, including regressive states and crises, do not on their own determine the structural level, but are indicators of the structural readiness for it.

Finally, we must test which operational measures in the manual apply to the patient. Quite different levels may be described on the six dimensions. The global assessment of structural level is an average value thereof. A checklist of the most important items has been developed (Rudolf et al., 1998).

7.2.2
Operationalization

7.2.2.1
General Features of the Level of Integration

Good Integration

A good level of integration is marked by internal and interpersonal regulating functions being available to the patient. The patient can keep them going for long periods, or quickly regain them, independently of internal or external stress.

A well-integrated mental structure offers inner space in which to decide inner conflicts. These occur between varied needs and attendant feelings, on the one hand, and internalized norms (a mature super-ego) and ideals, on the other hand.

The central fear is that of losing the love of the object.

Countertransference toward such patients is marked by a growing awareness of modulated mutual emotions relating to revival of conflicts actually experienced with persons in the past.

Moderate Integration

Here, the abilities and functions described are still available, but in some situations diminished. Here, too, there are inner conflicts, though different contents are dealt with in a different manner. On the side of needs, there are unconscious feelings of greedy want, taking possession, and submission; on the corrective opposite side, there are strict and rigid punitive norms (“immature super-ego”) and covert ideals.

The central fear is that of loss or destruction of the supportive and directing object.

Correspondingly, in countertransference there is an instantaneous and at times almost unbearable experience, which through analysis of countertransference can always be reduced to relevant relational experiences of the patient.

Low Integration

Here, the functions are clearly much less available, either permanently (defective development) or time and again in connection with stress (structural vulnerability). Brief disintegrations are excluded, e.g., posttraumatic stress disorders. In contrast with earlier levels, the inner space is less developed; ideal structure is unrefined, and normative structure (super-ego) is dissociated. Unconscious emotional needs are not internally bound but directed outward. Conflicts are not so much internal as interpersonal (in partnership, profession, and social environment).

The central fear is that of annihilation of the self by the bad object or by loss of the good object.

The tendency to carry out inner conflicts in each interaction corresponds to countertransference as well. It is violent because of abrupt changes in experience; sometimes emotions continue to have an effect even after the patient has left. In their relationship to the other, such patients do not repeat their own past conflicts, but mobilize in the other partial ego-functions they themselves do not have.

Disintegration

Without coherent structure, stress may cause a patient to disintegrate or fragment. Psychotic collapse may be followed by a psychotic restitution.

The patient tries to stabilize this fragile structure by splitting off or denying essential instinctual drives and narcissistic needs. For long periods, these can then no longer be consciously perceived. If the prior unstable balance cannot be kept up, psychotic decompensation  projectively digests this. The emotional needs, thus far unconscious, are now experienced as coming from without and not from within: Thoughts are manufactured or inspired, spontaneous sexual excitement is externally contrived, only the others are aggressive and threatening. If a conflict in question is to be settled, there is a danger of fusion with the object against an isolating exclusion, or of narcissistic self-exaltation to compensate for severe self-doubt.

7.2.2.2
Structural Assessment Dimensions

· Self-Perception: This describes the ability to gain a picture of one’s own self (self-reflection). In addition, the ability to keep this constant over time and coherent as regards psychosexual and social aspects (identity). It also includes a capacity for a refined perception of one’s inner processes, in particular, of affects (introspection of affects).

Good Integration

A refined perception of the self is possible; the self-image is basically long-term and coherent (identity, especially the psychosexual kind). Inner processes can be observed with some interest and perceived along with the refined attendant feelings; these include joy, curiosity, pride, fear, anger, contempt, guilt, shame, and grief. The capacities mentioned can be limited by conflicts, but cannot be abolished totally.

Clinical Example

Patients can spontaneously or on request name properties and abilities that illustrate their own self-image, describe what sort of person they are, and possibly also what makes them different from others. They can perceive and communicate different facets of their emotional experience. The investigator gains the impression that the patient has developed a self-reflective interest and can profit from it.

Moderate Integration

Reflexive perception of the self is limited and mainly directed toward the acting ego. The coherence of the self-image is put in question by stress. Introspection as regards one’s own feelings (above all tender and aggressive ones) is neurotically stifled. Affective experience centers on anhedonic affects; these include above all anger, fear, disappointment, self-devaluation, and depressiveness.

Clinical Example

When asked, patients cannot really describe who they are, but rather only what they said or did in certain settings. The resultant self-image often seems unstable, flat, or crude, and depends on situation and mood that sweep the patients along. Or they try to remain stable by avoiding feelings.

Low Integration

Reflexive self-perception is impossible, no feeling of psychosexual or social identity has developed, but rather contradictory and dissociated aspects of self co-exist. One’s own feelings cannot be perceived in a refined way. Affective experience is marked by chronic contempt, repulsion, and anger. Above all, contempt and repulsion are the affects that are often given expression. Affective experience may be replaced by estrangement, affective void, depressiveness, inward and outward attribution cannot be clearly differentiated.

Clinical Example

Even with help, such patients are unable to draw a full picture of themselves, or give the investigator a testable account of what affects, ideas, and fantasies they have. Such accounts rather vary with external situations and conflicts, and are even contradictory, so that no coherent picture emerges of what is going on in them. “I am many things at once, but nothing genuinely.” The self-image looks diffuse, because it is mixed with images of important reference persons. Inner preferences, sexual ones included, remain unclear. Contradictory social roles are assumed. At a later meeting a few days later, the investigator might gain the impression that the person sitting in front of him is a completely different one with a different self-image, expressing utterly different expectations. 

Disintegration

Self-characterization is impossible. Depending on the kind of psychosis, social and sexual identity are largely absent (schizophrenia), or there is an overidentification with the social role (manic-depressive psychosis). Outside the psychosis there is perhaps a compensatory narcissistic overrating of one’s own person. From within the psychosis a new delusional identity can arise (megalomania, guilt complex, delusion of love, etc.).

Clinical Example

In their self-estimation, patients oscillate between total helplessness as regards their professional goals and a grandiose idea of their professional scope. Since they have no reality-based motivation, they imagine that they might, for example, become the director of a big organization.

· Self-Regulation: The dimension of self-regulation describes an integrating aspect of self-reflection and above all the ability to regulate one’s own instinctual drives, affects, and self-esteem. This results in the ability to experience oneself as being responsible for originating one’s own competent actions. Self-regulation is a bipolar concept: If it is excessive, the ability to act and the scope for communicating with others may be restricted; if it is deficient, so that affects and impulses are insufficiently integrated, the result is unintended or impulsive “acting” out of affects and drives.

To regulate oneself, one must be creative and tolerate wide variations of feelings, especially negative and contradictory ones (tolerance of ambivalence), and one must be able to anticipate feelings. Regulating self-esteem is part of this, too. All this hinges on the ability to deal with inner conflicts, to be described below under “defense.”

Good Integration

Instinctual drives do not cause long-term fear and can be tentatively described. Conflicts between one’s own desires, the interests of others, and one’s own ideas of value can perhaps be reflected upon, and a solution reached through compromise. Ambivalence can be tolerated. Instinctual satisfaction is sought, but may be deferred or displaced. The reaction of the environment can be anticipated. A positive self-esteem, subject to conflict-based limitations, can be maintained. Unpleasant feelings can be tolerated, as well as positive ones. Affects are seen as signals and guides to action.

Clinical Example

In conversation such patients are able to react to the discrepancy the investigator sees between wishes, values, and the interests of the other as described by the patients. They are able to reflect upon this conflict without feeling offended or withdrawing from conversation, and to work on resolving the inner clash.

Moderate Integration

There is a clear reduction in the ability to fulfil instinctual drives in a socially adequate manner, and in accordance with one’s own ideas of values. The prevailing tendency is to overregulate. Affects and drives are poorly tolerated consciously and are therefore repulsed; they are not be seen as signals or guides to action. Hence, self-control is strengthened and emotional flexibility is restricted. Alongside overregulation, impulses may break through.

The scope for flexibly dealing with instinctual drives and affects is restricted, since there is great fixation on certain repressed desires. Hence, there is less scope for deferring or displacing instinctual satisfaction. Suppressed aggression can lead to internal self-devaluation, self-punishment, and self-aggression, which look “masochistic.” If self-regulation fails, self-aggressive tendencies can emerge. The regulation of self-esteem is clearly subject to disorder, showing grandiosity or self-devaluation.

Clinical Example

Patients might be able to make indirect demands for care and attention; they may stand back and help others (altruism), and not allow their yearning for attention to show. Conversation with them remains stiff, as they are very controlled, externally polite, but still taciturn and lifeless. The interviewer constantly feels that he should do more for such patients and care for and support them better. He discovers rather incidentally that at home, these patients tend to drink excessively when alone.

Low Integration

There is little scope to realize instinctual drives in socially adequate ways and according to one’s own ideas of values, or to defer or displace them. This results in impulsive behaviour by the person, who at times experiences this as dystonic, overwhelming, and painful—or as something that the environment rejects as inadequate, hostile, or overwhelming. These environmental reactions, however, cannot be foreseen or used as behavioural controls. Lack of empathy with the reactions of objects, which involves lack of sympathy, can lead to a predominance of aggressive impulses. Attempts at regulation are mostly abrupt and ineffective. Tendencies to destroy oneself and others are obvious in fantasies or actions. Guilt feelings are not internally worked on, but lead to self-punishment, sometimes in the form of self-destructive tendencies. Here, in contrast with moderate level of integration, we have underregulation. Impulsive behaviour is often triggered by unpleasant feelings that are not internally mastered, and thus lead to sudden changes in behaviour. The regulation of self-esteem is very fragile, and shows itself in great touchiness or unrealistic ideas of grandiosity.

Clinical Example

Patients strongly grimace in the first interview, if topics involving emotional stress are mentioned. If a male interviewer points this out, the patient may rebuke him directly and bid him to keep quiet. The patient says he does not want to talk any further, and could in any case not talk to men. Only with great difficulty can the interview proceed, because suddenly patients speak in great detail about their intimate life.

Disintegration

The experience of originating one’s own behaviour is deficient; outside the psychosis, motivation rests on fantasized grandiosity. If the defense mechanisms are loosened, one comes to perceive one’s instinctual drives, and self-regulation becomes grossly disordered (shameless behaviour without distance). This is revealed in inadequacy or violence that are too much for the patient and his or her partner. In prepsychotic states these needs become even more intense, so that there is a further loss of regulation. In acute psychosis, drives may break out aggressively to the point of psychotic excitement. Libidinous impulses often crop up unchecked.

Clinical Example

Because of unclear motivation, patients are unable to pursue an objective aim for a long period of time. They break off one line of studies, and turn arbitrarily to quite a different line.

· Defense: The dimension of defense is characterized by the fact that patients unconsciously restrict aspects of their cognition with the aim of self-protection.

The dimension of defense describes a specific aspect of mental performance, namely, the particular means used by the ego (defense mechanisms) to keep up mental balance when faced by internal or external stresses or conflicts. These processes cannot be called up deliberately, but occur mostly unconsciously. Their aim is to keep unconscious certain memories and ideas with their attendant contents and affects, especially if they involve stressful, painful, illicit, or unbearable aspects like pleasure, joy, fear, mental pain, grief or depressive feelings, shame, guilt, anger, or aggressive impulses. Defense relates to other structural dimensions such as self-regulation and bonding/attachment. If defense is internal and regulates impulses, desires, and affects, it is an aspect of self-regulation; if defense is interpersonal, involving others in psychosocial arrangements (Mentzos, 1976, 1993) or collusions (Willi, 1975) for regulating mental balance, it has its effects on attachment and object relations. This cannot always be fenced off simply from coping mechanisms that are adopted consciously (Beutel, 1990).

Individual regulating functions are described as defense mechanisms, which can ideally be assigned to various levels, forming a hierarchy from mature defense (good level of integration) to immature defense (level of disintegration) (cf. Vaillant 1971, 1986). However, this is not to say, for example, that, where projection occurs, one has to conclude that the structural level of integration is only moderate.

Criteria for determining levels of defense:

· Object: Is it aimed at inner drives and affects, or is the goal the modification of inner images of self and important reference persons?

· Success: Does it clearly delimit the self, maintain the relationship to the other? Does it allow adequate fulfilment of goals and desires (scope for satisfying drives or deferring them, etc.)?

· Stability: Is it too weak or too strong? Does it always function, or lapse, e.g., in crises?

· Flexibility: Are different mechanisms used according to situations that arise, or has the person a severely limited, rigid, and stereotyped pattern of defense at the expense of other dimensions?

· Form: What types of mechanism are used? Is it a pattern, the primary function of which is to regulate or inhibit manifest impulses or affects (mature defense, good integrated level)? Or are there defense mechanisms that are no longer able to inhibit them, so that a great proportion of such impulses and affects are uncontrolled and set free (immature defense, low level of integration)?

Good Integration

This defense is directed against inner instinctual drives and affects. Patients’ inner images of themselves and others do not undergo changes but remain stable. Defense results in restriction or impossibility of satisfying certain described and conflict-laden instinctual drives, and at the same time to a limitation of mental functions and cognitive performance as well. Dissociation from or relation to others is on the whole untouched by the defense, which remains stable and always available. In described conflicts the flexibility of defense is restricted.

Typical defense mechanisms: repression, rationalization, displacement

· Repression: The patient cannot remember certain desires, thoughts, and experiences, so that cognitive ideas remain unconscious. Repression manifests itself in that certain conflictual contents are faded out, forgotten, or overlooked, soon becoming inaccessible to conscious effort. The idea may later recur in consciousness unasked, without the person being able consciously to grasp why.

Clinical Example
The patient forgets an embarrassing experience, with noticeable fading out of a forbidden erotic desire.

· Rationalization: Central to defense are expedient and reassuring accounts and justifications, logically and morally acceptable, of one’s own or others’ behaviour. The interviewer sees the patient’s story as a pretext, explaining or justifying certain behaviour after the event, a sham motive, or an attempt at self-deception about unacceptable reasons for behaving or acting.

Clinical Example

Patient checks his girl friend’s mailbox (“it might overflow”), when he clearly suffers from jealousy.

· Displacement: The emotional meaning is detached from an idea, and shifts to another initially less intense idea linked to the first one in content. By what they say, patients express their underlying conflictual impulses as a compromise, by turning to a theme they are readier to accept, while for the interviewer this expresses links with the conflictual theme.

Clinical Example

The patient does not speak of his fears of quarrelling with his wife, but of the drawbacks of road anger.

Moderate Integration

Defense is aimed at inner instinctual drives and affects; inner images of self and others remain stable. This means that instinctual satisfactions are more restricted or more difficult. Since at this level defense is directed at dangers from depending too strongly on objects, it helps to delimit the relationships to others. In a way, the defense is too strong (overshooting, inhibiting); but it can temporarily fail in crises and reduce to splitting, idealization, and self-devaluation at the next lower level (low integration).

The pattern of defense is not very flexible and cannot be readily adapted to specific situations. Its inhibiting force is often inadequate, so that it can sometimes lead to underlying impulses breaking through.

Typical defense mechanisms: denial — turning against oneself, reaction formation, isolation, projection.

· Denial: Certain aspects of external reality or one’s own experience are not acknowledged to oneself or to others, even if such aspects are obvious to others.

The interviewer notices that patients avoid acknowledging certain areas of their own experience, ideas about themselves and others, and the meanings thereof. They may even deny them, either spontaneously or upon query, trying to steer clear of certain conflictual themes. Faced by real dangers patients sometimes ignore them, though they know better and are aware of them.

Clinical Example

A female patient who clearly suffers from a separation, vigorously denies that she feels any pains about this. During further conversation she completely excludes this topic.

· Turning against oneself: An impulse or idea, often of aggressive content, is not directed at another person, but turned back on oneself. Such aggressive impulses result in attacks on oneself (self-debasement, self-aggression, etc.). Fear-inducing aggressive impulses and ideas of this kind are not uttered in words or by the patient’s actions, but manifest themselves in depressive moods, self-devaluations or self-hate, and self-destructive impulses, even with masochistic suffering.

Clinical Example

A patient arguing with his work superior reports with outer calm (but clearly under tension) that he repeatedly has doubts about his own performance and ability, just as his boss does. He can find nothing good in himself, and recently he suffered an injury in an avoidable accident at work.

· Reaction formation: If impulses or feelings cannot be expressed by the patient because of guilt feelings, they can become replaced by opposite thoughts and feelings. A need of one’s own is repressed in favour of socially acceptable modes of behaviour, which can function as submission.

Clinical Example

A patient at first describes a delimiting conflict with her younger sister that offended and hurt her. Next, with pointed thoughtfulness for her well-being, she points out that the sister, who lived alone, was helpless and in need of protection. The patient presents herself as “morally superior” to her sister.

· Isolation: Cognitive and affective parts of an event are not consciously experienced together; the emotional component is detached from the imagination and kept unconscious. Thoughts appear without appropriate feelings, there seems to be no motivation for thoughts and actions. The patient “uncouples” the link between thoughts and feelings in a conflictual experience, dealing mainly with the cognitive, rational processing of the problem. The patient can feel and name the emotional content only at other times or places.

Clinical Example

Without noticeable feelings, the patient reports that his wife had recently left him. He was now considering how he might keep the lease on their apartment. Only later in the interview does he mention his weeping fits, which he finds inexplicable.

· Projection: Feelings and desires are not seen and admitted in oneself, but excluded from one’s own experience and attributed to another. Patients cannot experience for themselves what they find unacceptable (thoughts, feelings, desires, impulses), but rather disown them, just as they indignantly recognize them in other people, whom they then regard as clearly and strongly inhibiting them.

Clinical Example

During the account of a female patient, the interviewer notices disguised self-devaluation as part of a long-term stressful conflict with a neighbor, whom she accuses of moral failings and openly aggressive acts. She herself knows no such vice or anger in herself.

Low Integration

At this level, defense against inner instinctual drives and affects is insufficient. What marks this case is the change, i.e., distorted, exaggerated, or devalued shape, of inner images of self and the other (self- and object-representation) through the defense mechanism. Defense here turns interpersonal, as on the next lower level (disintegration).

Delimitation from or relation to the other can no longer be adequately achieved through defense mechanisms, since it changes the borders of self-objects. At this level, it may be stable, but it becomes highly inflexible.

Typical defense mechanisms: Defense at this level is marked by the splitting of images of self from those of objects, which leads to other mechanisms of this level, e.g., projective identification and idealization, or devaluation of external objects.

· Splitting: The self and outer objects are not experienced ambivalently, with good and bad features, but one-sidedly as only good or only bad, where the assignment can vary from one person to another, and even within an individual from time to time. Contradictory feelings often uttered with regard to the same person (e.g., idealization and devaluation) stand unlinked side by side, though knowing this does not trigger the corresponding affects or conflictual tension, nor does it lead to a correction or complete reversal of previously expressed feelings and ideas.

Clinical Example

The patient describes his girlfriend in an account the interviewer finds very contradictory: The patient is in a hostile relationship with her, though he has never hurt her. Another time he says that he values her beyond everything, only she could still understand him.

· Projective identification: Projection and identification are connected here. The subject experiences split-off parts of self in the other. Unlike in projection, however, this does not create a distance to the other; rather, the other, who “contains” the (threatening) parts of self, appears threatening in his own right and must therefore be constantly watched and controlled. That is how the patient justifies the aggression directed at the other. Projective identification corresponds to incomplete projection as seen from the differentiation of self and object. The interviewer notices that the patient has included the interviewer in a “scenario of perpetrator and victim,” with the role of proxy expression of the patient’s own unacceptable impulses, so that the patient controls and fears the interviewer. The interviewer feels repeatedly pushed into an otherwise alien role pattern.

Clinical Example

A female patient constantly blames the interviewer for taking no interest in her, and for being indifferent and incompetent. The therapist feels growing anger at her, but notices that despite the blaming and attacking, she does not stop attending her sessions with him regularly and respecting his every impulse and comment. He notices, too, that she relaxes when he controls and integrates his anger.

Disintegration

At this level primitive defense mechanisms come into action. Defense occurs at the expense of further limitation of reality testing. It can be stable here too, i.e., mental balance can be maintained for a long-term at a regressive level, but defense is all but inflexible.

Typical defense mechanisms: splitting, denial, projection, and projective identification

· Splitting: In contrast to low integration, where splitting occurs into good and bad images of self and objects, psychotic splitting goes further, because of the marked loss of reality. Here whole areas, such as sexuality, are split off and feelings are withdrawn from it; or delusions seem to stand unrelated to realistic ego parts. In this way irreconcilable parts of the personality are kept apart, so that this kind of splitting has a stabilizing defensive effect. If defense collapses, there is psychotic fragmentation or splintering, e.g., in the form of several delusional identities.

· Denial: While this sort of splitting is typical for schizophrenic psychoses, which got their name from the splitting process, denial too is a typical defense mechanism in affective psychoses, e.g., manias. Psychotic denial is marked by failure to perceive evident aspects of reality (e.g., social realities of varied kinds—in partnership, family, profession, and finance).

· Psychotic projection: Here, one’s own impulses are delusionally externalized and attributed to others. Aggressive or sexual tendencies are experienced as starting from others and caused from outside. The projected part of personality is not defended because of feelings of shame or guilt, but has a strong taboo on it and cannot be recognized as one’s own motive, etc.

Clinical Example

In the first interview, the patient, perhaps for the first time ever, entrusts much personal experience to another person, namely, the interviewer. When at the end, a second session is arranged, he gets up anxiously, saying he knows that the interviewer works with the police, that a concealed examination had occurred, that bugs have been installed. The interviewer suggests that the patient must have felt strongly offended at the end of the interview. The patient cannot pick up this interpretation and sees his own emotion as adequate indignation in a criminal situation.

· Object Perception: This dimension describes the ability to develop an image of another while distinguishing it from that of oneself (distinguishing internal and external reality, as expression of successful self/object differentiation. For this, one must be able to perceive others’ image globally with various facets, and endowed with their own aims and rights (global perception of objects), and keep this image coherent and constant. Moreover, one must be able to empathize with others’ inner processes, above all their different feelings (empathy, intuition, understanding).

Good Integration

On the basis of internalized relations one can perceive others in their varied aspects. The image of others is on the whole constant and coherent. Even in conflictual situations and under pressure from instinctual interests, it remains basically stable. The mental processes of the other can be grasped with interest. Empathy with the other’s various feelings is possible. Affectively, care, sympathy, joy, shame, and grief are important. Through conflict one’s image of the other may be changed, without endangering the relation as such.

Clinical Example

Requested to draw a picture of a certain important reference person in such a way that the interviewer can imagine for himself what kind of person that is, patients are able to bring to life important persons close to them. A sensitive picture of an important reference person arises, with its limits and scope, weaknesses and strengths. Patients can make clear what they cannot discuss with this concrete other, because a certain topic would go beyond the other’s boundaries. But they can also make clear what sort of gift a certain person might particularly like. Moreover, the patient has ideas as to the biographical events that have made this person what he or she is.

Moderate Integration

Stress and the pressure one’s own desires imposes on the other, or the pressure the desires of the other puts on the patient, limit the degree of empathy with the other. At times free from conflict, the image of the other can be maintained, but when episodes of conflict occur, it instills fear, the image becomes devalued, and the relation to the other is put in question. However, by conciliation a new relationship may start. Instead of devaluation, there may be depressive clinging, which does not, however, escalate to a breakdown of the relationship, but can restore closeness to the other.

Clinical Example

The patient is able to provide an imaginative picture of the other based on empathy. On being questioned, he states that when approached with strong desires, he might feel rather put under pressure and might speak ill of his girlfriend. Afterwards, he always regretted this and reconciliation followed. The relationship might continue stably. If he approached her with his own desires and she did not want what he wanted, he asked himself whether she was really “right” for him, and he considered ending the relationship. However, as a rule he could distance himself from his violent reactions and a conciliatory discussion would follow. He then regretted that he had made remarks which he knew upset her, regretted frightening her by possibly making her think that he had wanted to put an end to the relationship.

Low Integration

Descriptions of others as given by the patient provoke in the interviewer a feeling that such people could not possibly exist. Everyone must surely have strong and weak sides, but they do not figure in the patient’s reports: Patients have no sense for others having a history of their own, with strong and weak points. Either the other must simply match the picture they have painted of them, or the patient can have nothing to do with them. The accounts of others seem flat, patchy, and without depth, and not clearly delineated. On being asked about an ideal partner, a patient describes a super(hu)man with whom everything is possible, but who in turn makes no demands and shows no deficiencies.

Clinical Example

Based on the description the patient gives of others, one is unable to get a lively picture of these people, what they might be like. The patient cannot empathize with them. Seen from without, the reactions of important reference persons look plausible; but when asked, the patient cannot see why his girlfriend behaved as she did in response to a violent remark of his.

Disintegration

It is hard to differentiate aspects of the self from aspects of the object, or to see the object as distinct from the self. Under stress, images of self and other can become confused. Because the symbolization is disordered, individual features of the object stand for the whole (e.g., blue eyes for a pure soul).

Clinical Example

The patient does not correctly recognize the other as an individual (e.g., spouse, business partner), but uses the other as an official badge. The partner is not needed for talking to, but only as a label in life. In this patients cannot differentiate their own needs from those of their partners. They might, for instance, simply adapt themselves to the partners’ needs, e.g., in sexual relations or in the remark “we are tired now.” In psychosis, patients cease to notice their own needs, experiencing them as induced, inspired, or controlled by the other.

· Communication: This dimension describes the ability to take account of others as regards emotions, and to convey to them one’s own desires, fantasies, feelings and other contents; and to perceive and differentiate their various mental processes, and to decode their messages. This requires empathy as much as regulation of distance.

Good Integration

Ability to communicate is present, normally without serious breaks. Neurotic conflicts and attendant feelings of fear, shame, and guilt can impair the readiness to communicate and colour the content.

Clinical Example

A patient reports that she feels her partner does not understand her regarding certain conflicts (jealousy) and quarrels with him endlessly. The interviewer forms the impression that the partners disagree about certain relational aspects, but otherwise do understand each other.

Moderate Integration

The ability to communicate is in principle present, as a rule without serious disturbances. However, because patients do not completely differentiate their own feelings, whenever disappointment, self-devaluation and depression, or general avoidance of feelings set in, they find it hard to understand themselves and explain themselves to others. They are able to communicate, but their manner of doing so makes it difficult for the others to understand what exactly they are trying to communicate, e.g., by pedantic, rigid, retentive behaviour; by being demanding, critical (partly with irritable and irascible reactions); by being apparently modest, reproachful, and demanding; or by behaving in a self-directed way (appearing touchy and vulnerable).

Clinical Example

A patient describes the various things he does to help his wife and put everything in order for her. He cannot understand why she still complains, and he is disappointed that she does not appreciate his efforts. Discussions tend to end in annoyance and are therefore avoided. The interviewer, too, forms the impression that the patient conveys much indirectly — between the lines, so to speak.

Low Integration

Understanding one’s own and others’ feelings is a difficult task, as is communicating one’s feelings to others. Patients seem uninvolved with the feelings of others, and are hardly able to experience warm and gentle feelings, or to show anger. In extreme cases communication breaks down completely. The relational disorder shows itself in talking past each other and in misunderstandings; the patient tends toward encroachment, manipulation, and lack of distance. Confusion and emptiness are partly concealed by rational argument and as-if communication.

Clinical Example

The interviewer finds it increasingly hard to grasp what the patient wants. He wonders whether he has failed to understand the patient, or whether the patient is unable to express himself adequately. The patient reports that he likes to keep his distance in dealing with people. Above all he cannot show warm and gentle feelings or anger. He seems distant and uninvolved toward the feelings of others. Even in conversation, he shows no emotional link with the interviewer, who feels under pressure from extensive accounts of his symptoms. The interviewer’s impulses alternate between overengagement in the patient’s presence, and resignation in his absence.

Disintegration

If the internal and external world are not sufficiently differentiated, everything that the patient experiences comes to communicate something. This disorder can produce quite contradictory behaviour, such as undistanced or autistic behaviour in schizophrenia. Here, patients are either excessively directed toward the environment or typically withdrawn from others, concerned only with themselves via psychotic relational ideas, the contents of which are guilt, hypochondria, and possessions.

Clinical Example

For years, a patient has avoided getting close to women, for fear of having to submit to their standards and demands. Upon initial intensive contact with a woman he develops a psychosis. Thereafter, he avoids further attempts for quite some time. Therapy widens his scope to enter into relationships with less fear.

A female patient with a manic-depressive psychosis adapts for many years to the role of wife and mother; during mania, she pathologically breaks out of this framework of relationship and role.

· Bonding/Attachment: This dimension describes the patient’s ability to bond with important attachment figures. Attachment describes the intensity and variability of the interpersonal relationships. It is closely linked with the ability to perceive objects. While the latter describes how others are seen and experienced as separate beings from oneself, attachment describes the relationship patterns occupied by these persons. Disordered attachment is bipolar: Unfruitful efforts at bonding can lead to negatively experienced and painful dependence; an absence of bonding can be experienced as isolation and loneliness.

The dimension of bonding/attachment includes the following categories:

· ability to form inner images of people, so that they need not be present (internalization);

· ability to form stable (long-term and balanced) images of people (object-constancy);

· ability to form a variety of inner images of various people (variability of object relations);

· ability to form bonds and breaks in relations (attachment/detachment); breaks demand ability to grieve;

· ability to create interaction rules and so to protect the interpersonal relationship.

Good Integration

Inner images of important persons are vivid and refined; they appear as individuals, i.e., distinctly different from each other. Although ambivalent feelings are expressed toward these persons, emotional bonding remains fairly constant over time and marked by constant basic feelings.

This constancy of object relations creates security in assessing others. Their world of experience can be at least tentatively empathized with and rehearsed as an independent perspective. They are experienced as people with their own interests, needs, and rights.

Social relations are manifold, and several important people are described. The patient is able to cope with triadic relationships. The relational patterns described are not determined by dependence on objects; rather, conflicts arise because contradictions in bonding with different persons cannot be harmonized, e.g., rivalries, jealousy, contest for affection from a third person, etc.  The central fear is of losing the love of the object.

Clinical Example

A female patient suffers from marital conflicts and feels constrained by her husband, because he reacts with jealously. She can empathize with him, but also delimit herself from his demands. However, she herself fails to notice that her constant flirting gives her partner cause for jealousy.

Moderate Integration

The patient is able to form inner images of important persons, so there is less need of their presence; the images may be stable (long-term and fairly balanced) (object-constancy).

Variability of object relations is, however, restricted: The inner images are not variable, but confined to a few patterns dictated by one’s own perspective, desires, and needs. Accordingly, the interests of others are perceived and interpreted from one’s own perspective. Important persons are mainly experienced and described in terms of control, care, and stabilization of self-esteem. Conflicts arise because other individuals do not behave as the person concerned would wish. Security in relationships is guaranteed only by the other person entering into a certain desired form of relationship. Patients can hardly or not at all cope with genuine triadic relations, and seek mainly dyadic ones.

In view of strong dependence, the central fear is of being separated from the important supporting object and losing it.

Clinical Example

A patient living in stable social relations, and successful in his profession, vividly describes his relationship with his wife, children, and sisters. The account of relations toward men is dull in comparison: All men, whether father, brother, or business colleagues seem to be the same, being judged only in terms of whether they are better or worse in their achievements and whether they dominate and diminish the patient. The interviewer notices that the patient is constantly on guard against the interviewer slighting or manipulating him.

Low Integration

In contrast to the previous level, the ability to form inner images of people and thus be more independent of them (internalization) is severely disturbed. So, too, is the capacity to form stable (long-term and balanced) ones (object-constancy). Hence, emotional bonding with important people is inconstant over time, and the description thereof is marked by contradictory images. Relational patterns are ambitendent, e.g., oscillating between extreme love and deep hatred, or great distance and intense proximity.

Empathy with the world of others (empathy with objects) is equally disturbed. They become hard to assess, unpredictable; the form in which they are experienced is marked by extremes. The feelings that go along with these object relations are strong and tend toward extremes. Hatred, for instance, is experienced unfiltered and is therefore particularly destructive.

Object dependence is marked by the feeling that one is powerless in relation to the other or is at the mercy of others. The central fear is that the self might be destroyed by the evil object or by the loss of the good object.

Clinical Example

The patient reports rapidly changing, short partnerships. Female friends are described contradictorily and cannot easily be distinguished from each other. Some loving aspects are mentioned, though quite unconnected, and negative accounts are then added. The patient feels exploited by women and repeatedly deceived. The last one had planned, first, to make him dependent and, then, gradually to leave him. He insists he will never again enter into a relationship and wonders whether he should give up his profession and go to sea.

Disintegration

Close bondings are basically problematic because of the danger of merging oneself with objects and thus losing one’s identity. For the sake of self-protection, bondings are often avoided to the point of autistic isolation. If they occur, some desires and needs are often inadequately perceived. In this way stable bondings can be kept up at a very regressive level.

Clinical Example

A female patient, quite able to form bondings, submits over years of therapy to the demands and measures of the female therapist in order to avoid aggressive discussions. Finally, she stops the therapy and after a while becomes psychotic, with acoustic hallucinations corresponding to the therapist’s advice. In subsequent therapy, the patient oscillates between anxiously maintaining her autonomy and yielding to the paternalistic provocation of her current therapist.

7.2.2.3
Important Structural Items

In accordance with a structural checklist (Rudolf et al., 1998), the most important structural items are defined in their relation to the six structural dimensions.

	Structural Dimension
	Structural Items

	1. Self-Perception
	Self-reflection, self-image, identity, differentiation of affects

	2. Self-Regulation
	Tolerance of affects, self-esteem, regulation of instinctual drives, anticipation

	3. Defense
	Type, result, stability, flexibility, defense mechanisms

	4. Object Perception
	Subject-object differentiation, empathy, object-perception as a whole, affects concerning objects

	5. Communication
	Contact, understanding affects of others, communicating one’s own affects, reciprocity

	6. Bonding/Attachment
	Internalization, detachment, variability of attachment


Synopsis of OPD Axis IV: “Psychic Structure/Mental Functioning”

	
	Level of Integration

	General features
	Good
	Moderate
	Low
	Disintegrated

	Self-perception

Ability for self-reflection to gain self-image and identity, for introspection and differentiation of affects
	Self-reflective ability and identity feeling basically present and sometimes limited by neurotic conflicts; leading affects are joy, pride, fear, guilt, contempt, shame, grief
	Gaining a self-image is difficult, as is differentiating affects; identity insecure; leading affects are fear, anger, disappointment, self-devaluation, ambivalence
	Self-reflective functions largely absent, identity is diffuse; leading affects are chronic fear, anger, depression, emptiness, alienation


	Self-reflective ability absent; social and sexual identity largely missing (schizophrenia) or excessive identification with social roles (manic-depressive psychosis)

	Self-regulation

Ability to regulate one’s own needs, affects and self-esteem, tolerance for ambivalences and negative affects
	Ability to regulate impulses, affects and self-esteem basically present, possibly with neurotic limitations
	Overregulation or possible breakthroughs of impulses; emotional flexibility limited,, self-devaluating, auto-aggressive tendencies; regulation of self-esteem (easily offended)
	Impulsive behaviour, self-punishing tendencies, intolerance for negative affects; fragile regulation of self-esteem (very easily offended, grandiosity)
	Inadequate idea of causing his/her own actions, possibly strong disorders of self-regulation, (breakthroughs of drives to the point of psychotic excitement)

	Defense

Ability to maintain or restore mental balance in internal or external conflicts by certain defense mechanisms
	Defense stable, effective; directed against drives and affects; repression, rationalizing, displacing
	Defense less flexible, excessive or missing; denial, turning against oneself, reaction formation, isolation, projection
	Defense by change in self-representation and object-representation; splitting, projective identification, idealization or devaluation
	Defense unstable, inflexible; withdrawn from objects; psychotic denial, psychotic projection

	Object-perception

Ability clearly to differentiate between internal and external reality, perceiving external objects wholly, coherently and with one’s own rights and aims; ability to empathise
	The image of the other is accurately perceived, though possibly tinged with neurotic conflict; ability for empathy present; object-related affects are possible (care, sympathy, guilt, grief, shame)
	Little ability for empathy; conflict-tinged perception of the other. In conflicts, the other can be frightening or there is a threat that the other becomes lost through the conflict
	No empathy; the other is not allowed his/her rights and aims; the other as an object that satisfies one’s needs or that pursues one
	Psychotic confusion of representations; selective perception of single parts of objects

	Communication

Ability to adapt to others, to communicate with them and grasp their affective signals
	Readiness to communicate basically present; need for communication possibly conflictually limited or increased
	Ability to communicate can be disordered; readiness for it is limited by offended, aggressive, needy attitude
	Ability to communicate impaired; difficulty in grasping the other’s affective signals; breakdowns of communication; confusion, misunderstandings
	Misinterpretation of affective signals; everything can acquire communicative significance

	Bonding/ Attachment

Ability to set up internal images of the other and deal them affectively over time (internalization, object constancy); variable attachment; alternation between attachment and separation; rules of interaction to protect the relationship
	“Good internal objects” are present; different internal objects basically allow triadic relations; possible difficulty to integrate attachment with different people; central fear: loss of the love of the object
	Few “good internal objects,” images of objects reduced to a few patterns; wishful and dyadic relations predominate; central fear: losing the important object
	Few “good internal objects” are internalized; internal objects punish and devalue; dependence on external objects; central fear: the “bad” object or the loss of the “good” one might destroy the self
	To protect against feared merging,, attachments are shunned, possibly to the point of autistic isolation; on a regressive level stable attachments can be maintained

	Global Rating

Structure of self in relation to others; available internal and interpersonal regulating functions to maintain autonomy and ability to relate
	Largely autonomous self; regulating functions available; internal mental space structured (internal conflict possible); super-ego strict but integrated
	Fewer available regulating functions. Inner conflicts more destructive and more archaic; super-ego strict and possibly externalized; exaggerated ego-ideal
	Inner mental space and substructures little developed; regulating functions clearly reduced; conflicts are interpersonal rather than internal
	No cohesive self is developed; hence risk of disintegration or fragmentation under stress; psychotic collapse may be followed by psychotic restitution


Rating Form of OPD Axis IV: “Psychic Structure/Mental Functioning”

	Dimensions
	Good


(1)
	(1.5)
	Mode-rate 

(2)
	(2.5)
	Low 


(3)
	(3.5)
	Disinte-grated

(4)
	Un-asses-sable
(9)
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