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|XI|Foreword
      

      The entire OPD Task Force is pleased to congratulate the group members of the Child
         and Adolescent OPD Task Force on the second edition of Operationalized Psychodynamic Diagnosis in Childhood and Adolescence (OPD-CA). The work has been a great success and we congratulate the group members
         on this enormous achievement!
      

      The second edition of OPD-CA has not only been revised but has been redesigned in
         many areas. The experiences gathered in training seminars over the past several years
         have contributed significantly to OPD-CA-2 being more user-friendly and more theoretically
         sound than its predecessor.
      

      The revised version presents a diagnostic system for children and adolescents which,
         among other things, allows the determination of therapeutic goals. It is possible
         to use the tool to formulate points of focus in therapy and to develop therapy plans.
         
      

      For a child who seeks and requires therapeutic help psychodynamic formulations can
         be developed which not only determine the symptoms but explain them as well. Such
         formulations are the core of a case report that must be able to record and describe
         the currently active psychological dimensions. OPD does exactly that by evaluating
         these dimensions on 4 axes. In addition, OPD can help to explain why a patient developed
         a specific problem at a given time and why he or she maintains it. This is clinically
         relevant because the psychological factors involved in the development of the problem
         or the onset of symptoms are often the same factors on which therapy should focus.
      

      OPD can also capture the attachment and relationship representations a child has acquired
         in the family or in other developmental contexts, his or her internal conflicts and
         mental structure. OPD describes these aspects as psychodynamic case formulations in
         relation not only to the present but also to past and future circumstances. Based
         on the biography of the patient, key psychodynamic concepts that shape current relationships
         can be understood; wishes and desires for the future can be explained. Formulations
         developed with the help of this manual prove their clinical validity by allowing practitioners
         to make predictions about the individual’s mental functioning in future situations.
         This |XII|makes it possible to develop hypotheses as to how a child or adolescent will react
         in certain situations and which therapeutic approaches will be effective.
      

      This new manual is now used for OPD-CA training seminars and will be used in a number
         of research projects. We hope that many researchers and practitioners in the field
         of child and adolescent psychiatry and psychotherapy will make use of this manual.
         We look forward to the results! On behalf of the entire OPD group, I hope that OPD-CA-2
         will play an integral role in psychotherapeutic practice, continuing education, and
         research.
      

      
         
            
            
               
                  	
                     

                  
                  	
                     Manfred Cierpka, OPD Spokesperson

                  
               

            
         

      

   
      
|XIII|Foreword
      

      The diagnostic categories of the DSM and the ICD systems provide important information
         geared to formulate therapeutic intervention for psychopathological syndromes. However,
         only an enriched psychodynamic diagnostic formulation permits to institute a highly
         personalized, individually tailored therapeutic program for these conditions. The
         problem is the often imprecise, impressionistic quality of psychodynamic formulations.
         This problem becomes greater in the diagnostic evaluation of children and adolescents,
         where a developmental perspective and an assessment of environmental constraints and
         resources are crucial contributors to the formulation of a comprehensive and practical
         therapeutic approach. 
      

      The OPD-CA-2 diagnostic approach responds effectively to these challenges. The present,
         English version of that approach presents a clear and comprehensive diagnostic approach
         that includes both the categorical, descriptive phenomenology of standard psychiatric
         classification and a clear, updated system of psychodynamic inquiry that enriches
         psychiatric diagnosis with the formulation of four psychodynamic axes. These axes
         integrate a developmental perceptive with specific assessment of interpersonal relations,
         dominant conflicts, intrapsychic structure, and prerequisites for treatment. It is
         a comprehensive, empirically based and clinically tested approach to the diagnosis
         and treatment indications for the entire field of child and adolescent psychopathology.
         I warmly recommend it to all child and adolescent psychiatrists, psychologists, and
         social workers as an essential contribution to clinical practice.
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|XV|Preface
      

      Diagnostics for children and adolescents have multiple functions. Disentangling between
         normative development and psychopathology, and clarifying the indication for psychotherapy
         are essential elements of the diagnostic process, after which practitioners also have
         to decide about which specific therapeutic technique is most appropriate for a child
         or adolescent patient. Given the recent development towards evidence-based medicine,
         the appropriate assignment to specific therapeutic techniques has become more and
         more important and is one of the corner stones of therapeutic success.
      

      However, current diagnostic systems are too limited to answer all these clinically
         and empirically relevant questions. Nosological classification via DSM-5 or ICD-10
         is important, but not sufficient for therapeutic work. Furthermore, we need specific
         indices to measure therapeutic progress. With this book, we present the first empirically
         based assessment tool for psychodynamically relevant dimensions in child and adolescent
         psychotherapy.
      

      The OPD-CA-2 provides helpful tools for the indication of treatment, the planning
         of treatment and its evaluation. Important dimensions such as the quality of relationships
         to significant others (including the therapist), structural functioning of the patient
         (such as his or her capacity for emotion regulation), prevailing intrapsychic conflict
         issues which hinder functional development as well as treatment requirements (such
         as treatment motivation) can be assessed. The instruments presented cover a wide range
         of assessment which can be applied to the child and his or her parents.  They relate
         diagnostic questions to the main developmental areas in childhood or adolescence,
         such as school, family, peers, and health. Starting from the diagnostic interview,
         these tools allow all relevant diagnostic categories to be coded. Correspondingly
         they can also be used for the evaluation of treatment.
      

      This book presents the results of 30 years of collaborative work of practitioners
         and researchers from different fields such as child and adolescent psychiatry, child
         and adolescent psychotherapy, and developmental psychology. The OPD-CA Task Force
         has, over the decades, refined the conceptual work in all diagnostically relevant
         dimensions, improved the reliability and validity of the instruments, documented |XVI|its empirical significance in a number of studies with various clinical samples, and
         provided helpful clinical tools and case studies for practical application. After
         several revisions of the instrument and extensive usage in Germany, we now want to
         make the instrument available to colleagues in research and practice in other countries.
         On behalf of the Task Force OPD-CA-2, we wish you every success with the implementation
         of the instrument and we are eager to learn about your experiences and results with
         the instrument. Feel free to contact us whenever questions or suggestions arise from
         your work with the instrument, be it in clinical practice or research. This will help
         us to make the future OPD-CA even more applicable in different cultural contexts.
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|1|Part 1: The OPD-CA-2
      

   
      
|3|1. Introduction
      

      Beginning in 1992, the Operationalisierte Psychodynamische Diagnostik (in English Operationalized Psychodynamic Diagnostics, OPD) for adults was developed for German-speaking countries (Arbeitskreis OPD, 1996) and then later revised (Arbeitskreis OPD, 2006). The English versions of the Manual were published a bit later (OPD Task Force, 2001, 2008). The OPD is a system with psychodynamically based diagnostic axes for supplementing
         and expanding nosological classification schemes (such as DSM-5 in the USA, American Psychiatric Association, 2015; ICD-10 in Europe, World Health Organisation, 1992).
      

      The result is an instrument that both takes into account psychodynamic theory and
         attempts to improve interrater reliability in the psychodynamic assessment of mental
         states. This instrument is intended to remedy the fuzziness of psychoanalytic concepts
         – often criticised by other therapy approaches – through definitional principles.
         Of course, the reduction of fuzziness and ambiguity necessarily entails a curtailment
         of some theoretical models, which is appropriate given the practical diagnostic and
         therapeutic considerations.
      

      From the outset, the OPD and the Operationalized Psychodynamic Diagnosis in Childhood and Adolescence (OPD-CA; in German Operationalisierte Psychodynamische Diagnostik im Kindes- und Jugendalter [OPD-KJ]; Arbeitskreis OPD-KJ, 2007) aimed at complementing the categorical approach (in terms of diagnoses) with a dimensional
         view of mental disorders in terms of ratings of severity along different axes (or
         dimensions). This approach to the classification of mental disorders has proven to
         be forward-thinking and ground-breaking, as the current developments in the new DSM-5
         show, in which dimensional perspectives and assessments of severity have now been
         integrated into the categorical system of psychiatric diagnoses (APA, 2015).
      

      In the case of children and adolescents, the continued development of the ICD-8 and
         ICD-9 very early on led to a multiaxial nosological |4|framework (Remschmidt & Mattejat, 1994; Remschmidt, Schmidt & Poustka, 2008; Rutter, Shaffer, & Sturge, 1975). This allowed diagnostics on several levels: Along the first axis the clinical-psychiatric
         syndrome is described, while the second axis allows coding of developmental disorders,
         the third records intelligence, and the fourth diagnostically classifies physical
         illnesses as well as disabilities. The fifth axis captures associated abnormal psychosocial
         circumstances, and a sixth axis ascertains the level of psychosocial functioning.
         A task force was established in 1996 with the aim of developing a German instrument
         for the Operationalisierte Psychodynamische Diagnostik im Kindes- und Jugendalter
         (OPD-KJ; Arbeitskreis OPD-KJ, 2003, 2007; Operationalized Psychodynamic Diagnostics in Childhood and Adolescence [OPD-CA]
         in English). The aim was to capture, similar to the adult version, psychodynamic aspects
         of childhood and adolescence, extending beyond the multiaxial classification system,
         as an aid to appropriate treatment planning.
      

      Based on the OPD instrument for adults, profound modifications were necessary for
         childhood and adolescence. The central issue was the influence of developmental processes
         on the psychodynamics. The second edition of the German classification system OPD-KJ-2
         combines psychodynamic, developmental, and clinical psychiatric perspectives (Resch & Koch, 2012; Resch, Schulte-Markwort, & Bürgin, 1998; Windaus, 2012). Multidimensional models of the origins of mental disorders are included (Herpertz-Dahlmann, Resch, Schulte-Markwort, & Warnke, 2008) and integrated in an overall biopsychosocial model open to dynamic perspectives
         (see Chapter 2 Developmental Concepts and Ages). The OPD-CA-2 should accordingly take into account the following special therapeutic
         considerations: It should allow a good differential indication for therapy and treatment
         planning given psychodynamic considerations, as well as provide information for a
         relationship-based foundation for parental work, and, for practical purposes, maintain
         a sufficiently high level of differentiation and comprehensibility despite the high
         level of complexity. The psychodynamic approach to the child indeed requires correspondingly
         complex, multidimensional, and development-oriented diagnostics, and may not remain
         at the level of nosological assessment.
      

      The identification of specific psychiatric disorders through questionnaires and interviews
         has a long clinical tradition, with increasing |5|attention in recent years to developmental aspects and resources in childhood and
         adolescence. The diagnostic approach in the OPD-CA goes beyond an integration of developmental
         diagnostics on the one hand and psychiatric classification on the other hand. The
         OPD-CA aims at a complex identification of psychodynamic processes that takes into
         account the child’s or adolescent’s subjectivity and attempts to render the symptoms
         also hermeneutically accessible and understandable in a developmental context. The
         developmental perspective is central to all aspects of the diagnostic process, from
         the type of assessment and selection of relevant diagnostic categories to the process
         of assessment along various substantive dimensions – where, at the end of the process,
         a recommendation for treatment can be made integrating psychiatric symptomatology,
         level of development, and psychodynamic aspects.
      

      In the OPD-CA too we specify, as an orientation aid, certain age groups in which developmental
         adjustment or maladjustment as well as structural resources become visible. Although
         compared with adults, children still seem incompletely structured, since at certain
         ages they cannot fully perceive the causal relationships in the world, some insights
         and background information remain hidden to them, and their affect regulation depends
         on significant attachment figures, each child at any given age will possess an optimal
         structure. At each age, a person has available to him or her a repertoire of experiential
         and behavioral capacities that also takes into account internal conflicts and allows
         the active formation of relationships. The view of children as generally not optimally
         adjusted to their environment or as immature according to some adult ideal is inappropriate.
         Dysfunctional types of behavior and fantasies always need to be compared against age-appropriate
         requirements. A child is not an incomplete adult. In order to identify psychodynamic
         disorders in children of different ages, mentally impaired children have to be compared
         with healthy children of the same age (Resch & Koch, 2012).
      

      The developmental aspect is relevant at all levels of the diagnostic process. The
         collection itself of diagnostically relevant information, i.e., the settings the persons
         are interviewed in as well as the different levels at which information is obtained
         (play, observation, dialog, scenic understanding) was adapted to the different developmental
         stages. The collection of relevant psychodynamic information along the axes of in|6|terpersonal relations, conflict, structure, and prerequisites for treatment is differentiated according to the levels of development. As development is always
         considered contextually, developmentally relevant areas such as family, play, school,
         peer group, etc., need to be included as well.
      

      The numerous experiences from trainings and information from empirical studies of
         the German instrument informed the development of the OPD-KJ into the OPD-KJ-2. An
         English version of the first edition of the Manual was not published so we shall henceforth
         refer to the second edition as the OPD-CA-2 but use the abbreviation OPD-CA to refer
         to the the original German version or to the instrument generally. Items and definitions
         that had proven to be insufficiently clear and selective were revised or even removed.
         The thorough revision of the axes and their dimensions also incorporated factor-analytic
         findings, so that significantly improved reliability and construct validity can be
         expected compared with the original OPD-KJ Manual. The partially new nomenclature
         of the conflicts is intended to increase comprehensibility of the key conflict themes.
         The structure axis now shows similarities with the alternative model for personality
         disorders in Section III of the DSM-5 (American Psychiatric Association, 2015), which incorporates a scale for the level of personality functioning on four dimensions:
         identity, self-direction, empathy, and intimacy. This has significant similarities with the four dimensions of the structure axis of the OPD-CA-2: identity, control, interpersonality, and attachment.
      

      The basic concern of the OPD to reduce the fuzziness and ambiguity of some psychoanalytic
         concepts and constructs through operationalization is also a central concern for the
         child and adolescent version. It is vital that the operationalization of theoretical
         constructs is based on practical experience. The reduction of fuzziness and ambiguity
         within the OPD-CA was therefore necessary to meet the needs of diagnostic practice
         and psychotherapeutic activities. The revised OPD-CA-2 also does not attempt any reformulation
         of psychodynamic constructs, but refers, for the most part, to concepts largely accepted
         as clinical theory within psychodynamic discourse. Users identifying with a particular
         psychoanalytic approach may then have the impression of a lack of theoretical clarity
         due to the emphasis on pragmatics. However, the aim of the OPD-CA is to serve psychoanalytic
         discourse independently of any approach and to be applicable across approaches |7|in order to have an empirically verifiable operationalization of psychodynamic constructs.
      

      Even if a more operationalized diagnosis cannot capture the overall form of a mental
         disorder in a specific instance and in the context of a individual’s life with all
         the varied aspects of that disorder, we assume that the operationalization of psychodynamic
         diagnostics will allow an improvement in communication between different therapists
         as well as, in particular, an optimization of contact between psychodynamic perspectives
         and other therapy approaches. On top of this, the clarity and transparency of diagnostic
         and psychotherapeutic processes should be increased and therefore be beneficial when
         applied to clinical work and research. The OPD-CA-2 could only disappoint those therapists
         who believe that psychodynamic processes as dyadic communication phenomena are fundamentally
         not amenable to empirical approaches or methods of verification and not subject to
         agreement between different therapists. On the other hand, therapists concerned with
         the empirical testing of their own thoughts and actions and who advocate operationalization
         and manualization in the interest of greater transparency towards the patient will
         welcome the further development in the OPD-CA-2.
      

      The psychiatric and psychological study of children and adolescents generally includes
         their most important attachment figures. Besides the specific diagnosis, the diagnostic
         assessment of the relationship dynamics between parents and children is also clinically
         relevant. The younger the patient, the more interlaced are the intrapsychic and interpersonal
         levels. For this reason, the OPD-CA-2 also includes an interpersonal relations axis for assessing the child’s or adolescent’s relationships to the examiner and to the
         relevant familial attachment figures, as well as for assessing the family dynamics.
      

      The mental structure construct embodies two ideas in particular: on the one hand, capturing lived functions
         in experiential schemata and, on the other hand, making available this experience
         through actualization, which allows the transfer of the experience to new and meaningful
         functions. Accordingly, mental structure is an individually typical disposition to experience and behavior that is available
         to the individual when faced with making a decision about different interactional
         options. The OPD-CA-2 describes four dimensions within this structure: reflective
         |8|(self) functions form the identity axis, communicative qualities form the interpersonality axis, internalized attachment experiences form the attachment axis, and finally there is the control axis (Goth et al., 2012; Resch & Koch, 2012).
      

      In selecting the construct conflict our idea was that, besides interactional aspects and individual experience, essential
         aspects of the unconscious also play a role in coping with the environment. In particular,
         in work with children and adolescents, the combination of internal and external mental
         conditional factors (that is, of conflict and interaction) becomes especially important
         (Seiffge-Krenke, 2012a).
      

      Finally, the prerequisites for treatment axis represents the areas that, in addition to psychodynamic constructs, are of great
         importance for treatment planning. They include subjective dimensions of the children
         and adolescents as well as their resources. The incorporation of these items was a
         particular concern as the diagnostic view all too quickly focusses on the pathological
         in the sense of deficiency.
      

      The OPD-CA-2 makes no claim to completeness regarding the dynamic constructs. The
         reliability of individual items was examined on the basis of practice as well as empirical
         studies. The corresponding modifications to definitions and anchor-point descriptions
         result from the experiences of recent years. The psychometric quality of the OPD-CA
         instrument proved altogether empirically satisfactory; single weaknesses were remedied
         through specific changes in the OPD-CA-2. The OPD-CA has thus become established in
         the research world, despite the focus on clinical applications.
      

      In fact, the OPD-CA has established itself over the years as a very successful concept,
         as evidenced by the great interest both in the Manual and in trainings. We hope that
         the revised OPD-CA-2 will stir great interest and offer an exciting expansion of diagnostic
         potential to people already familiar with the first version of the OPD-CA. We would
         be greatly pleased if this new instrument also proved useful in your everyday diagnostic
         and therapeutic work.
      

   
      
|9|2. Developmental Concepts and Ages
      

      Which developmental concept forms the basis for the attempt by the OPD-CA-2 to bring
         together psychodynamic concepts with ontological developmental phenomena?
      

      Only a working definition can come into question that clarifies the scope while at
         the same time allowing for sufficient openness to the varieties of experience and
         behavior of the child. According to Montada (1987), the temporal aspect of development is especially important. All changes that can
         be meaningfully related to the temporal dimension of the different age groups thus
         become the subject of development. Whereas development was primarily viewed as a process
         of maturation in the early 20th century, with, for example, Karl Bühler (1918) stating that the concept of development includes both predisposition as well as
         a plan or objective of growth, nowadays the following characteristics are thought
         to govern the developmental process: The emphasis lies on aspects of differentiation,
         namely subtle formation and refinement, and the emergence of more and more degrees
         of freedom in decision-making. Integration that over time compiles increasingly more
         details into a new whole also forms a crucial facet of development. Environmental
         stimuli are perceived with increasing selectivity, and the interaction between rapid,
         holistic responses and search responses down to the last detail becomes increasingly
         complex. In the course of development, function and structure enter into close interplay,
         with structural consolidation of experiential content being an essential feature of
         development.
      

      
2.1 Theoretical Foundations of the Developmental Concept in the OPD-CA-2
      

      The developmental concept underlying the OPD-CA-2 is based on an interactionist model
         of development (Oerter, 1995). The concept |10|is further based on the stages of cognitive development according to Piaget (1952), and integrates the concept of developmental lines from psychoanalytic theory (A.
         Freud, 1965) and the developmental tasks from empirical developmental psychology (Havighurst, 1972), while incorporating more recent advances. As the OPD-CA-2 is intended for clinical
         use, a developmental-psychopathological approach is also urgently needed. The following
         sections present in detail these theoretical elements underlying our view of development.
      

      
The Interactionist Model of Development


      Early conceptions of development were governed by stage models nowadays largely considered
         as outdated. The psychodynamic developmental idea of the OPD-CA-2 is based on an interactionist
         model of development (Oerter, 1995). This model ties an active, self-motivated subject advancing his or her own development
         to an equally demanding and influential object world. Cultural techniques, standards,
         attachment figures’ expectations, and physical environmental conditions serve as developmental
         incentives or challenges that must be dealt with by the individual in a process of
         adaptation. The interactionist theory thus concedes to the individual an active role
         in the shaping of his or her environment – the individual looks for and shapes the
         environmental conditions– in the same way as he himself or she herself is shaped by
         these environmental conditions (Resch, 1999a).
      

      
The Concept of Developmental Lines and its Further Development


      Anna Freud worked on the interaction between the ego and the id at different levels
         of development (A. Freud, 1936). A prototypical developmental line can run from the infant’s full emotional dependency
         through partial object relations to mature object relations. Another further developmental
         line runs from the baby’s body as shared with the mother to bodily self-determination
         in adolescence. Other developmental lines, such as that running from the young child’s
         egocentric world view to empathy, reciprocity, and camaraderie, have been replaced
         in the OPD-CA-2 by modern contemporary concepts of mentalization (Fonagy, Gergely, Jurist, & Target, 2006) such that from the outset the child exists in a state of dialectical tension between
         egocentricity and |11|reciprocity (see overview in Dornes, 2006). The developmental line running from erotic play with the child’s own body or the
         mother’s body through transitional objects to toys, hobbies, and finally to work have
         been superseded by contemporary activity-theoretical considerations indicating an
         increasing integration of the inclination towards pleasure and the assumption of responsibility
         in human actions (Resch, 2012). Fundamental for the concept of psychodynamic developmental lines is the integration
         of cognitive, social, and emotional learning processes leading to differentiation
         in the sense of appropriate sequencing.
      

      
The Concept of Developmental Tasks


      The concept of developmental tasks from Havighurst (1972) shares with Anna Freud’s concept the ideas of normative development, continuity,
         and sequencing. Noteworthy, however, is the emphasis on active achievement on the
         individual’s part during development. Solutions to age-specific developmental tasks
         can advance the individual’s own development. The focus thus lies on individual activity.
         The mastery of adaptational demands becomes clear in various forms of progression,
         namely, in successfully continued development on the one hand and in developmental
         standstill or regression on the other. Solving age-specific developmental tasks necessarily
         involves the integration of requirements from three areas (physical condition, social
         norms, and personal skills). Havighurst bases his approach on a division of the course
         of human life into six segments:
      

      
         	
            Infancy and early childhood, from birth to 5–6 years
            

         

         	
            Middle childhood, from 5–6 to 12–13 years
            

         

         	
            Adolescence, from 12–13 to 18 years
            

         

         	
            Early adulthood, from 18 to 35 years
            

         

         	
            Middle adulthood, from 35 to 60 years
            

         

         	
            Later maturity, 60 years and older
            

         

      

      For each of these six stages of development Havighurst defines age-specific developmental
         tasks connected with one another across the entire lifespan. The eight developmental
         tasks of adolescence (such as reconceptualization of the self, development of a mature
         bodily concept, separation from parents and development of mature relationships |12|with close friends and the beginning of romantic relationships) rest on the accomplished
         developmental tasks of late childhood (such as learning physical skills, developing
         a positive attitude towards oneself as a growing organism, learning an appropriate
         masculine or feminine role, and attaining personal independence). Accomplishment of
         the developmental tasks is, in turn, the precondition for approaching the stage-specific
         developmental tasks of the next age group.
      

      Much more clearly than in Anna Freud’s work, Havighurst’s concept stresses the normative
         demand of society on development. Many developmental tasks involve normative expectations
         such as entering school, the transition to a secondary school, graduation, etc. Explicitly
         operationalized is also the sequencing of the developmental tasks. Compared with developmental
         lines, developmental tasks have been especially well studied for childhood and adolescence
         (Seiffge-Krenke, 1998). On the other hand, Anna Freud’s consideration of the course of development is more
         complex and more difficult to operationalize, but then more suitable for the complexity
         of psychodynamic relationships.
      

      
The Developmental-Psychopathological Perspective


      Another conceptual element of the OPD-CA-2 is the developmental-psychopathological
         perspective that attempts to reformulate the aetiopathogenesis of mental symptoms
         on the basis of developmental aspects. The developmental idea is intended not only
         to change the view on aetiology, epidemiology, type, and severity of mental disorders,
         but also to reconceptualize diagnostics, therapy, rehabilitation, and prevention in
         a flexible and dynamic way. The basic idea is to focus on the influences of normal
         development on the aetiopathogenesis of psychopathological symptoms in different periods
         of life, as well as the influence of psychopathological adaptive mechanisms on the
         normal course of development in the life cycle. Given their somatic, cognitive, and
         emotional make-up, children in different stages of life possess different resources
         for responding to different forms of mental irritation. This variety can be reflected
         in different age-related anxieties, such as separation anxiety and fear of the dark
         at early ages and social anxieties and existential anxieties in later childhood. If,
         on the other hand, mental problems have effects modulating development, the job is
         to determine to what extent psychopathological symptoms in children and |13|adolescents present a risk factor for normal development (Resch, 2012). Five points are especially important in this regard:
      

      
         	
            Psychopathological phenomena exhibit subclinical forms and dilution levels 10 to 20
               times more often compared with complete clinical pictures, and psychopathological
               symptoms do not always represent preliminary stages of serious illnesses. There exist
               transient, reactive, and subclinical response phenomena to normal life stress.
            

         

         	
            Psychopathological response patterns must be considered in terms of functionality.
               Psychopathological symptoms do not conclusively express pathological disorders, but
               rather indicate forced adjustment processes. Most intrapsychic symptoms are meaningful
               in ways accessible through hermeneutic interpretation.
            

         

         	
            The transition from normality to pathology is fluent.

         

         	
            Pathology is not defined by the symptom alone, but by a reciprocal relationship between
               the necessity of adaptation (the problematic situation) and possible resources to
               cope with it. All forms and varieties of psychopathology can therefore be meaningfully
               explained only in relation to the conditions of life.
            

         

         	
            The path from normality to pathology is not simply reversible. All forms of improvements
               and healing eventually lead to new integration as part of the developmental path.
            

         

      

      Risk factors are events and experiences most likely leading to later mental disorders.
         There exist both external (familial and socio-cultural) and internal (psychological
         and dispositional) risk factors (see Herpertz-Dahlmann et al., 2008). Protective factors can protect the child from a negative development under conditions
         of risk. Such factors can not only prevent illnesses, but also delay or ameliorate
         illnesses or accelerate autoregulatory processes and healing tendencies. Such protective
         factors can be effective in either an internal-constitutional way, a familial-social
         way, or an extra-familial, social way (Fegert & Resch, 2012). The interplay of risk factors and protective factors influences the child’s developmental
         process.
      

      “Vulnerability” is defined as the disposition to follow a negative course of development
         under risk conditions. In contrast, we speak of resil|14|ience when coping with life succeeds even under adverse conditions of development
         (Resch, Mattejat, & Remschmidt, 2006).
      

      The development of mental structures is, in turn, inconceivable without the development
         of memory. All experiences recorded in the subject’s representational store and therefore
         contributing to the further development of mental structure are closely tied to a
         functioning memory. Squire (1982) distinguishes between two forms of memory: declarative and nondeclarative memory.
         While declarative memory stores experiences that are explicitly recorded through the
         working memory, learned and eventually consciously reproducible, nondeclarative memory
         contains experiences controlling our behavior implicitly (that is, below the threshold
         of consciousness). Nondeclarative memory is available to people from birth on, and
         is characterized by different priming effects, conditioning processes, habituation,
         and sensitization responses as well as by different routines of action, thought, and
         perception. Such implicit experiences (also known as nondeclarative experiences) have
         a lasting influence on human experience and behavior, although they are not directly
         accessible to self-knowledge and awareness. The structural disposition to act in interpersonal
         relationships is based on both implicit and explicit memory mechanisms and is therefore
         characterized by unconscious procedural action potentials as well as by conscious
         declarative representations (reviewed by Resch, 2009). Declarative memory may be divided into episodic and semantic memory. In episodic
         memory (also known as experience memory), personal events and experiences are stored
         in a spatial-temporal reference system with affective, cognitive, and self aspects.
         In contrast, semantic memory contains old and newly acquired factual knowledge as
         well as general knowledge in the sense of verbalized knowledge of the world that is
         accessible to and well communicated verbally in narratives. Declarative memory is
         in principle accessible to self-reflection, developing only during the first few years
         of life and attaining a new level of complexity as language develops.
      

      Conceptions of the unconscious as consisting of procedural memory structures (unconscious
         experiences are not explicitly accessible to reflective processes, but do influence
         the child’s experience and behavior) also explain why early childhood experiences
         are left to explicit access by memory functions only from age 3 on, while early life
         experiences |15|are procedurally anchored and are not directly accessible to consciousness, and yet
         can control experiential and behavioral dispositions (see Dornes, 2006). While in the early stages of memory development explicit storage and the conscious
         retrieval of memory content are still not possible in a sustainable way, tendencies
         in action and styles of perception are procedurally stored. These implicit experiences
         can be narratively modified repeatedly and subsequently associated with early years
         in explicit images and stories.
      

      The empirically supported assumption that mental injuries (traumas) lead to a decoupling
         of procedural and explicit memory storage may explain why under such extreme psychological
         conditions unconscious behavioral tendencies and premonitions develop into responses
         to certain triggering events without associated images. Nor is the emergence of unconscious
         conflicts conceivable without a correlation with memory processes. Psychodynamic researchers
         in particular could benefit from an intensive dialog with cognitive neuroscientists
         regarding these issues.
      

      The concept of mentalization is currently the most explored model as to how people mentally process and represent
         their interpersonal experiences. Peter Fonagy and his research group developed this
         concept by combining and integrating elements of psychoanalytic theory with considerations
         of attachment theory and the empirical results of mind-theoretical research (Fonagy et al., 2006). The concept of mentalization is closely tied to reflective self-functions and characterizes
         the ability to regard other people and one’s own person as individuals with mental
         and emotional states, emerging during the course of ontological development. Mentalization
         makes intersubjectivity possible, allows adopting others’ perspectives, and culminates
         in self-reflective cognition (reviewed by Resch, 2009).
      

      In the reflexive space created through mentalization, conflicts can emerge between
         different value commitments, needs, tendencies in action, and preferences. Disruptions
         of mentalization processes lead to structural difficulties and to the unavailability
         of the mental space, so that persons with structural disorders will tend to contain
         their conflicts less within themselves than to act them out in their immediate interpersonal
         field.
      

      Another element of the developmental concept of the OPD-CA-2 is attachment theory, which, since the extraordinary work of |16|Bowlby (1988) and Ainsworth and colleagues (1978), has made important contributions to the diagnostics of relationships and enabled
         a wealth of insights into the parent-child relationship. Attachment is characterized
         by the fundamental confidence in an attachment figure. All three aspects play a special
         role: the search for and preservation of closeness, the creation of a human refuge
         that can provide comfort, support, and security, and, finally, the formation of a
         secure basis for the child’s exploratory behavior. Attachment is thus not only a quality
         of the adult or child him-/herself, but characterizes primarily an interpersonal relationship.
         From the experiences of attachment the child ultimately develops internal representations
         of important emotionally charged relationships; these representations are also known
         as “inner working models.” Such internal relationship models form a part of the mental
         structure.
      

      The development of the child manifests itself as a process of bidirectional interactions
         between the child’s own experiential potentials on the one hand and challenges of
         the (social) environment on the other. The development of the self and emotional regulation
         in the intersubjective context is extensively discussed in Resch and Koch (2012).
      

      Following Stern (1985), we can describe the development of the self as a path proceeding from the emergence
         of self-perception through the core sense of self to the autobiographical self after
         attainment of the ability to symbolize. A review of the literature is provided in
         Dornes (2006). We assume that children from the age of 3 years develop, together with verbal self-perception,
         an increasingly clearer mental representation of themselves and of others. Ultimately,
         the child will also be able to give a name to this internal representation of him-/herself.
         The result is an initial narrative self-concept that renders experiences of self.
         As of this stage, the mental structure has a self-reflexive quality that can enter
         into interaction and communication.
      

      
2.2 The Age Groups
      

      All the aforementioned developmental concepts form the basis of a division into the
         age groups of the OPD-CA-2. The foundation is provided by Piaget’s stages of cognitive
         development (Piaget, 1952). We have adopted Piaget’s key assumptions of phase-specific development, |17|the adherence to basic age-specific anchors (such as enrolment in school, puberty),
         and the universality of phase processes, despite our awareness of the abbreviated
         and simplified character of this view of developmental processes given the actual
         and tremendous variances within the individual stages of development. Nevertheless,
         Piaget’s approach seems useful as a conceptual framework that, however, must be modified
         with regard to mentalization and self-development, as the child’s assessment stages
         commence only in the third year of life. From this point on the child – even if only
         to a limited degree – is able to provide information about him-/herself and his/her
         emotional states in his/her interaction with others. Different to previous editions
         of the OPD-CA, Age Group 1 therefore ranges no longer from 1.5 to 5 but from 3 to
         5 years. Age Group 2 ranges from 6 to 12 years and Age Group 3 comprises the period
         of adolescence from 13 to 18 years of age. These stages have a moderate level of differentiation
         and can also be related to important normative milestones such as preschool age, school,
         and the onset of adolescent changes. They also covary with major changes in socio-emotional
         development, such as the development of empathy, perspective taking, and attachment
         development in families. Similarly, these developmental steps apply to the perception
         of illness and stress management. A focus on the sequence of cognitive stages which,
         as indicated below, also includes a focus on affective and social developmental processes,
         therefore appears useful in the OPD-CA-2 as well.
      

      
Age Group 0 (0 to 2 years)


      The period from 0 to 2 years of age should not form the basis of an overall assessment
         according to the axes in the OPD-CA-2. In this age group, besides the individual factors
         of the child, especially aspects of the relationships with parental figures and other
         reliable people play a fundamental role. This phase of life is characterized by rapid
         changes in the self and in relationships: (pre-)stages of object relations, emergence
         of the experience of self, differentiation of affective experience and the handling
         of relationships, development of the symbolization function, and the incipient development
         of autonomy with increasing mobility. We assume that an increasingly differentiated
         subjective inner world of the child with early forms of representation and fantasies
         will emerge in this phase of development. However, immediate access to this inner
         |18|world through language, play, and drawing is only partially available, so that the
         child’s subjective experiencing can be disclosed only indirectly. In clinical contexts,
         too, ages 0 to 3 are often especially salient, so that separate psychopathological
         terminology has been devised. While in this age group relationship analyses are useful,
         structural assessments with the present Manual do not seem appropriate. In the age
         group from 1 to 3 years we find preforms of conflict, and the prerequisites for treatment
         can be evaluated in discussions with the families. The development of a separate instrument
         of psychodynamic assessment for this age group has been planned in a separate task
         force.
      

      
Age Group 1 (3 to 5 years)


      This period basically corresponds to the late pre-operational period of development
         of the kindergarten and preschool child at the transition to concrete operations.
         Self–object differentiation has occurred, intentionality and language may be presupposed,
         and role changes and role playing are possible. Even if the child can name and recognize
         many different emotions, the ability to regulate emotions is still basically tied
         to the interaction with significant attachment figures. Relationships with others,
         especially friends, are viewed on the level of the greatest possible similarity and
         personal advantage. In the cognitive area, both empirical thinking skills, such as
         causality and logic, as well as magical thinking with finalism, animism, and cognitive
         egocentrism are observed. Especially under increased affective pressure empirical-logical
         thought processes will be replaced by magical thinking. This may lead, in the attribution
         of causes of illness, among other causes, to a personal perception of the illness
         as punishment.
      

      
Age group 2 (6 to 12 years)


      This period of time roughly corresponding to the concrete operational stage is characterized
         by the adoption of a social perspective. The child is able to consider experiences
         and relationships from different points of view. Private and generally imposed worlds
         of experience become differentiated from one another. Feelings are understood as something
         that can be triggered by external and/or internal events and as something increasingly
         controllable by the child; this ability for emotional regulation and, therefore, also
         for hiding emotions from about the age |19|of 10 years may be regarded as a sign of maturity. At the level of relationships with
         friends, the exchange of material goods is important, and the child stabilizes his/her
         identity and self-worth both within the family and among peers by comparing differences
         in qualities and achievements. On the cognitive level, classificatory skills, size
         relations and mastery of numerical space develop. External as well as internal causes
         may be assumed as the causes of illness.
      

      
Age Group 3 (13 to 18 years)


      The child or adolescent has acquired higher-order self-reflective skills and metacognitive
         processes that can lead to a particular preoccupation with him-/herself. From the
         perspective of others, these periods of self-preoccupation are sometimes misinterpreted
         as withdrawal. The insight into feelings and psychological processes in others – in
         connection with increasing detachment from parents and other adults – can lead to
         a strong need for controlling feelings as well. Generally, in this stage of development
         mental perspectives develop on several levels of complexity. This also concerns the
         regulation of closeness vs. distance. Relationships are re-arranged, and processes
         pertaining to the origins of illness are formulated with increasing complexity. In
         friendships, intimate, reciprocal exchanges are especially important. In the cognitive
         realm, the ability to abstract and to think in terms of possibilities and hypotheses
         plays an important role. A refined sense of time is also observed, which will be the
         basis for long-term planning. Coping skills are increasingly characterized by a variety
         of differentiated strategies and their flexible use.
      

   
      
|21|3. The Importance of the Developmental Context
      

      The OPD-CA-2 is a resource-oriented diagnostic instrument. Accordingly, the comparison
         between normal and deviant development of children and adolescents will always depend
         on the age that patients achieve developmental tasks (accomplished by the defined
         age groups) as well as on the varying developmental contexts. Different developmental
         contexts can indicate deficits as well as strengths and resources in the child’s development.
         Successful development in certain contexts can compensate for dysfunctional developments
         in other contexts or even demonstrate resilience. Conversely, developmental problems
         in only one area of life can bring about such distress as to require psychotherapeutic
         treatment. Here we see that the appropriate diagnosis of an individual is only possible
         if multiple developmental contexts are taken into account.
      

      
3.1 Family
      

      Generally, parents are the first love objects in early childhood that significantly
         influence the development of the child. In addition, siblings present in the family
         will also have an early impact on development. All subsequent relationships are built
         upon these primary relationships or attachment experiences and attitudes, so that
         it is important that they provide a positive emotional relationship basis. Attachment
         is existentially important as it gives the child a secure base from which he or she
         can explore the world. Exploration is, in turn, a basic prerequisite of learning and
         cognitive development. This is also shown by studies of neglected children, who often
         have significant cognitive deficits (Seiffge-Krenke, 2009). Clinical sampling reveals frequent insecure attachment representations (Bakermans-Kranenburg & van IJzendoorn, 2009).
      

      |22|Adequate parental support of emotional regulation in the child increases resilience
         to developmental and other psychosocial risk factors. Most conducive to development
         is the authoritative, i.e., accepting and clearly structured, parenting style, which
         helps the child move towards emotional and social competence and autonomy (Baumrind, 1991).
      

      The importance of the familial context for the development of children and adolescents
         is shown by the extreme opposite of support: Neglect and abuse as well as parental
         loss can have a tremendous impact on psychosocial development. For example, neglect
         and abuse in early childhood can lead to mental symptoms such as the loss of basic
         trust in parents and later in oneself. Insecure attachment qualities have a negative
         impact on future relationships and behavior towards one’s own children (Nowotny, 2006). An increased developmental risk for children and adolescents can also arise from
         the somatic illness of one or both parents (Barkmann, Romer, Watson, & Schulte-Markwort, 2007). Equally serious can be the effects of parental mental illness on children and adolescents
         (Linderkamp, 2006). The loss of a parent or of both parents reduces the available resources dramatically.
      

      Moreover, in the familial context, not only do parents influence their children, but
         children also influence their parents as well as the development of their siblings
         (Seiffge-Krenke & Pakalniskiene, 2011). The birth of a sibling can be a critical event for the older child and lead to
         a regressive process: The older child worries about losing the parental love and attention
         that he/she must now share with his/her siblings (Burchartz, 2012).
      

      Besides the attachment to a primary caregiver, the gradually commencing individuation,
         the development of a social network, and the process of separation from the original
         family are significant developmental tasks. This separation manifests itself in increasing
         conflicts within the family, among other things.
      

      
3.2 Kindergarten, School
      

      Nurseries and kindergartens can promote the development and consolidation of resilience
         factors such as realistic self-perception, the aptitude for self-regulation, and active
         coping strategies, if nursery |23|school teachers and teachers support the successful accomplishment of developmental
         tasks (Bengel, Meinders-Lücking, & Rottmann, 2009).
      

      In addition to the growth of knowledge and cognitive development, schools promote
         structural skills, such as cooperation, self-perception, self-control, empathy and
         helpfulness, appropriate assertiveness, and the ability to establish social contact.
         Failure to acquire these functions sufficiently can lead to various emotional and
         behavioral problems (Schreyer-Mehlhop, Petermann, Siener, & Petermann, 2011). An especially critical event seems to be the transition from elementary school
         to secondary school, which is marked by an increased strain with regards to performance
         and to social relationships (Ball, Lohaus, & Miebach, 2006; Winkler Metzke & Steinhausen, 2002).
      

      
3.3 Play, Leisure
      

      The most important functions of play for the child’s development are abreaction, recreation,
         practice in important types of performance, and recapitulation (Oerter & Montada, 2008). The study of 13 to 47 month-old children identified a development of play and therefore
         also social behavior beginning with playing in parallel with other children, proceeding
         to complementary and reciprocal play and finally leading to complex, social make-believe
         play. Children thus acquire the ability to play social roles with the use of metacommunication
         at the age of 3 and half years. In fact, social learning also takes place during play.
         Play also has a coping function: Problems typically tackled in play may be roughly
         grouped into developmental issues and relationship issues. Developmental issues pertain
         to power, control, the desire for separation and the establishment of boundaries.
         Relationship issues pertain to problems with significant others and wishful thinking
         about relationships with them (Oerter & Montada, 2008).
      

      In middle childhood through adolescence, negotiation and overcoming conflicts within
         symmetrical relationships are an important stage in development, which can be attained
         through playing with others, among other ways. Children and adolescents without the
         opportunity to spend time with their peers cannot appropriately develop social skills
         and ego functions.
      

      |24|The developmental context of leisure promotes above all autonomy, self-determination,
         motivation, personal initiative, the ability to set goals, identity, social commitment,
         the development of moral guidelines, emotional regulation, social skills, and the
         development of social relationships (Caldwell & Witt, 2011). Adolescents are increasingly prone to risky behavior in leisure activities, which
         decreases in tendency with ageing, however (Raithel, 2004).
      

      
3.4 Peers, Friendships, Romantic Partners
      

      Social support from peers and friends is an important protective factor for mental
         health and can also partially compensate for the lack of support from parents during
         adolescence (Schmitz & Wurm, 1999).
      

      
Peers


      During childhood, peers are important attachment figures, as they enable symmetrical
         communication or interaction, which leads to the understanding of equality and fairness
         and contributes to the child’s conceptualization of self. This has bearing on the
         development of social identity. As children of the same age are very similar to one
         another on the cognitive, moral, and emotional levels of development, they are a source
         of particularly intensive developmental impulses (Oerter & Montada, 2008).
      

      All in all, peer groups enable children and adolescents to acquire nonfamilial experiences
         and bring about new or consolidate existing social skills. Peer groups also promote
         the development of basic ego functions such as perception, thinking and planning,
         as well as the control of drives. Social competence comprises developmental goals
         such as the ability to adopt perspectives, the recognition of the importance of friendships,
         the planning of appropriate problem-solving strategies for social interactions, the
         development of moral values and communication skills (Eisenberg & Harris, 1984), but also emotion regulation.
      

      Adolescents spend much time with their friends and cliques. This serves the purpose
         of sharing and exchanging ideas on common interests, objectives and age-specific issues,
         and also provides an opportunity for talking about emotional and sexual subjects that
         are often not |25|addressed by adolescents within the family in their endeavor to achieve autonomy.
      

      
Friendships


      Even more important than belonging to a peer group are friendships. They can promote
         development even more powerfully and also carry greater weight in the case of maladaptive
         outcomes. Rejection by or loss of friends can have long-term effects, which even two
         years later may intensify internalizing symptoms (Hoza, Molina, Bukowski, & Sippola, 1995).
      

      Childhood friendships develop during the preschool years through physical closeness
         and shared play activities. During middle childhood, developmental issues such as
         belonging and acceptance gain importance. Finally, during adolescence, friendships
         above all serve identity development (Parker & Gottman, 1989). Selman (1984) identifies four stages of friendship relations: Stage 0 in early childhood involves
         momentary physical interactions. Stage 1 in middle childhood concerns rather one-sided
         support. Stage 2 in middle childhood comprises fair-weather cooperation. Intimate
         exchanges occur during adolescence (Stage 3). Finally, a balance between autonomy
         and interdependence is attained in adulthood (Stage 4).
      

      For girls, intimacy in friendships is especially important, being attained around
         two years earlier than boys (Seiffge-Krenke & Seiffge, 2005). For boys, shared activities have priority. Friendships during adolescence are generally
         characterized by great closeness and intimacy, and also serve as the prototypes for
         future romantic relationships (Connolly & Goldberg, 1999). In general, developmental disorders in the area of friends and peers can lead to
         serious interactional, but also interpersonal, problems.
      

      
Romantic Partners


      Finally, the attainment of emotional independence from the peer group and friends
         is just as important as emotional independence from parents, and this independence
         usually culminates in a stable partnership. According to Seiffge-Krenke (2003), the ability to enter into a solid partnership develops through four different phases
         of personal attitudes toward romantic partners. The first initiation stage, at the
         age of about |26|12 to 14 years, coincides with pubertal development and, therefore, also with the
         development of sexual desires. In the second status phase, the focus moves away from
         the self towards one’s attachments to others. During early and middle adolescence,
         peer networks play a special role, as they provide a context for getting to know potential
         partners.
      

      Here the goal is to attain a high status through attachment to a peer group. In the
         third affection phase, adolescents deepen their relationships with romantic partners,
         the relationships become emotionally and sexually more fulfilling, and the partner
         becomes the centre of attention. Finally, the fourth bonding phase deepens the attained
         level of intimacy with the partner to include pragmatic and personal concerns. This
         phase usually occurs during the transition from adolescence to adulthood. The possibility
         of a long-term relationship and obligations to the partner become the object of inner
         reflection. The relationship is also evaluated according to pragmatic and emotional
         criteria.
      

      
3.5 Body, Body Concept, Illness, and Gender Role
      

      
Body and Body Concept


      From the outset, the human body undergoes a development and maturation process that
         reaches a dramatic climax in adolescence through the development of sexual maturity.
         However, babies and toddlers already pass through important and momentous stages of
         physical development. Very important here is psychosomatic triangulation. The child
         takes possession of his/her body and experiences it as belonging to him-/herself,
         thereby overcoming the phase of his/her own body being part of the mother. As a result,
         until adolescence, when the child assumes full responsibility for his/her own body,
         the body plays the role of a third party in the triangulation between the child and
         his/her mother. Failure can lead to psychosomatic symptoms (Grieser, 2010).
      

      Successful psychosomatic triangulation results in an initial, more stable, conception
         of one’s body in late childhood. This also includes the child’s sense of his or her
         gender.
      

      Previous findings regarding satisfaction with one’s own body reveal that the adolescents’
         body image is sex dependent: Girls have a more negative body image than boys, and
         their satisfaction with their bodies |27|has a greater impact on their self-esteem. Female adolescents show greater attention
         to their bodies, greater dissatisfaction with their figures, a perception of inferior
         athletic skills, and a higher sense of body alienation (Roth, 2002).
      

      Adolescents often undergo piercing to underscore their personality or identity, their
         aesthetic sensibilities, and their autonomy. Such staging of the body should not be
         considered per se as pathological. It becomes pathological if the staging must be constantly repeated
         in order to maintain a substitute identity.
      

      
Illness


      The child’s concept of illness is very much governed by a physical and mechanical
         perspective around the age of nine years. Pains are associated with exogenous factors.
         Only at the age of about twelve years are endogenous factors of pain integrated in
         the concept of illness. Pains can now be interpreted as sensations of the body, and
         as caused not only by external phenomena. Children first develop ideas of personal
         responsibility or of themselves as the causes of their illnesses, with the latter
         conceived as punishment or as a contagion. With progressive cognitive development,
         the concept comes to include general causes as well as psychological factors of illness
         (Siegal & Peterson, 1999; Williams & Binnie, 2002).
      

      In the case of children with chronic physical illness, inadequate coping with illness
         increases the risk of behavioral and other mental disorders (Petermann & Walter, 2000).
      

      
Gender Role


      By about the age of 6, children have for the most part adopted the cultural gender
         role standard concerning toys, activities, and professional roles, for example. For
         adolescents, the development of gender identity is an important task in the context
         of identity formation (Erikson, 1968). Feminine gender role identification is systematically associated with the coping
         style of rumination (obsessive worry). However, this coping style cannot be inferred
         solely from gender (Broderick & Korteland, 2002).
      

      
|28|3.6 Social Networks, Culture, and Migration
      

      
Social Networks


      The social network and social support are considered important factors in relationship
         to illness and health (Sarason, Sarason, & Pierce, 1990). As development progresses, the social network becomes increasingly important for
         attaining the various stages of development. For example, playmates of the same age
         are already important developmental aids in development in early childhood (see Section 3.3: Play, Leisure). The more autonomous children and adolescents become, the larger their social networks
         will generally also become (see Section 3.4: Peers, Friends, Romantic Partners). Most adolescents rate their social network as efficient and adequate. Adolescents
         with a higher level of schooling have larger social networks. There is no difference
         between boys and girls in terms of social network size, although the type of social
         support significantly differs between girls and boys (Frey & Röthlisberger, 1996).
      

      
Culture and Migration


      Our socialization deeply roots us in our own culture. We can therefore understand
         the magnitude of the changes facing migrants when they leave their home countries
         for a host country with a different and alien culture. Migration-specific mental risks
         have been discussed from various points of view, such as the risk from re-interpreting
         one’s own identity (Alamdar-Niemann, 1992). In the case of a vulnerable premigration personality structure, migration can lead
         to serious mental disorders. Internal and external protective factors facilitating
         the adaptation by children and adolescents when changing their places of residence
         are the high expectation of self-effectiveness, internal convictions of control, as
         well as an attractive appearance or athletic ability. The absence of these protective
         factors will therefore complicate adaptation, with the complication varying according
         to the degree of dissimilarity of the new cultural environment (Vernberg & Field, 1990). Changing to a different culture or ethnic group can be experienced as especially
         burdensome if the change occurs not voluntarily but for political reasons or out of
         poverty. For children and adolescents, this change means in particular the loss of
         their social network and therefore emotional and instrumental support, as well as
         the unemployment of their parents (Perrez, 2004).
      

      |29|Not infrequently, the parents of immigrant or refugee families will also be traumatized
         and develop mental disorders. These parents will then not serve as an optimal protective
         factor in the sense of a resource for their children in the new environment. In this
         regard, the transgenerational transmission of trauma to the offspring of immigrants
         is an important factor in development. There exists the phenomenon of reduced boundary
         formation between traumatized parents and their children (Kogan, 2003). Past and present intermingle, fantasy and reality merge into one another, and self
         and object are not differentiated in the parent-child relationship. These children
         may even become the guarantors of the intrapsychic stability of their traumatized
         parents and themselves assume a parental role for the latter (von der Stein, 2006).
      

   
      
|31|4. Past Experience and Empirical Findings Related to the OPD-CA
      

      Since its publication, the OPD-CA Manual (Arbeitskreis OPD-KJ, 2003) has been used for diagnosis and therapy planning by child and adolescent therapists
         in all settings of care. Various studies have tested interrater reliability as well
         as the empirical and clinical validity of the instrument, with satisfactory results
         obtained along all axes. An initial review by Weitkamp, Wiegand-Grefe, and Romer (2012) systematically took stock of the empirical findings on the OPD-CA. The main findings
         are presented below. Psychometric findings are available for each of the axes, and
         in several areas it was shown that some revisions were needed.
      

      
4.1 Interpersonal Relations Axis
      

      For the interpersonal relations axis psychometric findings on construct validity and reliability are available (Fliedl
         & Katzenschläger, unpublished; Weber, v. Klitzing, Westhoff, Willemin, & Bürgin, unpublished,
         both cited in Weitkamp et al., 2012; Winter, Jelen, Pressel, Lenz, & Lehmkuhl, 2011). In the study by Winter and colleagues (2011), trained ward therapists conducted OPD-CA interviews with hospitalized patients
         according to an interview guide. On the basis of these 60 cases, factor analyses testing
         construct validity were conducted for the interpersonal relations axis. The factor analysis of the object-directed circle yielded a 2-factor solution.
         Factor 1 comprises the items for a positive affect, Factor 2 the items for control
         and a negative affect. The factor analysis for the subject-directed circle yielded
         a one-factor solution. A replication of these findings with a larger sample is pending.
         The internal consistency in two of the mentioned studies was satisfactory to good
         for both the constructed factors and the circles designed in the OPD-CA (Cronbach’s
         α = .70 to .87; see Weitkamp et al., 2012). Inter|32|rater reliability was tested for agreement between three clinicians who independently
         of one another rated 20 video-recorded interviews with in-patients (Weber et al.,
         unpublished, cited in Weitkamp et al., 2012). Agreement on the item level was moderate to very good, with the exception of the
         item friendly directive, which had a low level of agreement. The assessment of interaction patterns accompanying
         aggressive affects revealed on average a higher degree of agreement compared with
         affectively neutral and positively nuanced interaction patterns, which were evidently
         more difficult to distinguish from one another. Thus, very good agreement was achieved
         only in three out of six aggressively inclined items (reproachfully deprecating, aggressive-hostile, and angry in contact).
      

      In summary, interrater agreement along the interpersonal relations axis was moderate
         to good and the internal consistency satisfactory, with factor solutions for construct
         validity being coherent in content.
      

      
4.2 Conflict Axis
      

      Regarding the conflict axis, findings are available on criterion validity, clinical validity, and interrater
         reliability. In several studies, the conflict axis was systematically applied in the
         indication for and planning of treatment with in-patients and out-patients (Benecke et al., 2011; Seiffge-Krenke, 2012a; Seiffge-Krenke, Mayer, Rathgeber, & Sommer, 2013; Seiffge-Krenke, Mayer, & Winter, 2011; Winter, Jelen, Pressel, Lenz, & Lehmkuhl, 2011). To the extent reported, the conflicts of dependency vs. autonomy, submission vs. control, need for care vs. autonomy, self-worth were most often identified. On the other hand, loyalty conflict, oedipal conflict, and identity conflict were rarely seen as prominent. Significant differences between the studies have been
         found with respect to severe life stress (stressor-induced conflicts), which the study
         by Winter and colleagues (2011) indicated for 70.7 % of the in-patients, while the study by Benecke and colleagues (2011) found this condition in none of the healthy or mentally ill subjects.
      

      The criterion validity of the conflict axis has been tested according to the connection of the significance of the individual
         conflicts with the patients’ interpersonal problems (Inventory for Interpersonal Problems,
         IIP; Horowitz, 1999) and personality styles (Inventory for |33|Personality Styles and Disorders [Persönlichkeitsstil und -störungsinventar], PSSI;
         Kuhl & Kazén, 1997). Since only conflicts K1 to K4 were considered significant, conflicts K5 to K7 were
         excluded from the calculations. This partly resulted in medium-sized correlations
         with the scales of the PSSI and the IIP. The authors emphasize the importance of the
         assessment of the prevailing processing mode (active/passive) for each conflict theme
         classified as present (Benecke et al., 2011). Clinical validity was assessed with a group comparison between conspicuously internalizing
         and externalizing in-patients. The patients were diagnosed by an independent clinician
         on the basis of the semi-structured Schedule for Affective-Disorders and Schizophrenia
         for School-Age Children (K-SADS; Chambers et al., 1985) and later underwent an OPD-CA interview by the respective ward therapists. Significant
         group differences were found in two conflict constellations. In line with a theory-based
         and plausible expectation, patients with internalizing disorder patterns (ICD-10 diagnoses)
         were diagnosed more frequently with a significant intrapsychic conflict of need for care vs. autarky with passive processing mode, which according to psychoanalytic ideas is seen as a typical depressive conflict
         pattern. On the other hand, patients with externalizing disorder patterns (ICD-10-diagnoses),
         were more often diagnosed with a significant intrapsychic conflict of submission vs. control with active processing mode (Winter et al., 2011) which, according to psychoanalytic ideas is considered a typical pattern of aggressive
         assertiveness against dysregulated fears of excessive control by the object in one’s
         (anal) drive-related desires. Interrater reliability showed good to very good agreements
         (Benecke et al., 2011; Seiffge-Krenke et al., 2011; Stefini, Reich, Horn, Winkelmann, & Kronmüller, 2013). Seiffge-Krenke and her colleagues have, moreover, reported a tendency towards better
         interrater agreement among internalizing disorder patterns and older patients (i.e.,
         adolescents).
      

      The finding of only five of the eight defined conflicts playing a numerically significant
         role among the collected patient samples agrees with the empirical studies for the
         OPD-CA (see Winter et al., 2011). High interrater agreement was revealed for the conflict axis (Benecke et al., 2011). Regarding criterion validity, an exploratory approach found significant agreement
         with scales for personality styles and interpersonal conflicts. So far the clinical
         validity has been investigated only in two |34|studies. Initial findings on the differentiation between internalizing and externalizing
         disorder patterns indicate the clinical validity of the conflict axis (Winter et al., 2011).
      

      It is noteworthy that the study by Seiffge-Krenke and colleagues (2011), where trained students with no clinical training or experience acted as raters,
         obtained good interrater reliability for the conflict axis. This indicates a closely observed operationalization of this axis that necessitates
         interpretations to a greater degree than the other axes, given the complex and hypothesis-guided
         target of the operationalization, namely the (assumed) presence of unconscious intrapsychic
         conflicts.
      

      
4.3 Structure Axis
      

      For the structure axis, psychometric findings on concordant and clinical validity, on construct validity,
         and on reliability are available (Benecke et al., 2011; Müller-Knapp, 2012; Seiffge-Krenke et al., 2011; Fliedl & Katzenschläger, unpublished, cited in Weitkamp et al., 2012; Weitkamp, Wiegand-Grefe, & Romer, 2013; Winter et al., 2011). The concordant validity was tested in the study by Benecke and colleagues (2011). They found high correlations of the items of the structural dimensions with the
         number of personality disorders. This sample of healthy and mentally ill children
         and adolescents thus showed a clear relationship between low structural integration
         and mental disorders of Axis II of the DSM (recorded with the SCID-II). On the other
         hand, the Global Assessment of Symptomatology showed no significant correlations with
         the structure axis. In addition, patients with a low-level structure manifested less
         pronounced empathy. The clinical validity was tested in the study by Winter and colleagues (2011). The comparison between patients with internalizing and externalizing disorder patterns
         showed a significant difference for the control dimension only, to the effect that, as expected, patients with externalizing abnormalities
         revealed a lower degree of integration along the control dimension. For the other
         dimensions and the overall value, no significant differences between the patients
         with externalizing and those with internalizing disorder patterns were found. Two
         studies with out-patients or hospitalized pa|35|tients with mixed disorder patterns tested the construct validity of the structure
         axis. In both studies, the factor analysis consistently revealed a 2-factor solution,
         with the control structural dimension yielding one factor and the structural dimensions of self and object perception and communication skills together yielding the second factor, with good internal consistency in each case (Weitkamp et al., 2013; Winter et al., 2011). This underscores, first of all, that the theory-guided operationalization of the
         structural dimension control undertaken in the OPD-CA, compiling five individual items as an independent entity,
         represents a clinically valid construct. The revision of the structure axis submitted in the OPD-CA-2 takes into account the inadequate conceptual differentiation
         between particular items of this axis by rendering more precise item formulations
         and anchor examples. The interrater reliability of the structure axis varied among
         trained raters – partly good to very good (Benecke et al., 2011; Stefini et al., 2013) and partly rather moderate (Müller-Knapp, 2012). A study with trained psychology students showed slightly less agreement on the
         structure axis in the moderate range (Seiffge-Krenke et al., 2011). The internal consistency was satisfactory to good (Benecke et al., 2011; Fliedl & Katzenschläger, unpublished, cited in Weitkamp et al., 2012; Weitkamp et al., 2013).
      

      A recent study showed that the structure axis can be used for differential indication
         and treatment planning for in-patients and out-patients, and that, in the case of
         patients with structural deficits, the OPD-CA affords diagnostically specific additional
         information (Seiffge-Krenke, Fliedl, & Katzenschläger, 2013a). Changes in the structural dimensions due to therapeutic treatment were also confirmed.
         Jelen-Mauboussin and colleagues (2013) moreover documented changes in the structural dimensions over time for a sample
         of child and adolescent psychiatric in-patients. Another in-patient sample revealed
         changes in ten of 18 items (Müller-Knapp, 2012), although these changes after several months of in-patient treatment were only partially
         representable along the structure axis.
      

      In sum, it can be said that in the case of the structure axis, the two studies in
         which the particular raters had training in the OPD-CA Manual yielded moderate to
         very good interrater agreement, indicating that generally better interrater reliability
         will be obtained if the raters adhere as closely as possible to the Manual and to
         its specifications. It has been |36|our experience with the structure axis in the many training seminars with clinicians that video-based sample ratings
         at the end of a training seminar yielded amazingly good agreement among the participants.
         Feedback from the trainees rates the subjective validity of this axis as especially
         good insofar as clinically observed structural abilities and deficits of patients
         can be described in a very differentiated way. Typically, participants in our seminars
         report that they let various known patients pass before their “clinical inner eye”
         before they give their rating for that particular patient. The construct validity
         of the structure axis was examined in a factor analysis, which yielded two factors,
         with one factor combining the dimensions of self and object perception and communication skills. The two-factor solution of the three dimensions suggested the obtainment of higher
         precision in the item operationalization. Concordant validity is supported by the
         agreement of a low structural level with the number of comorbid psychiatric diagnoses.
      

      
4.4 Prerequisites for Treatment Axis
      

      Three different studies tested the clinical validity, the construct validity, and
         the reliability of the prerequisites for treatment axis (Fliedl & Katzenschläger,
         unpublished and cited in Weitkamp et al., 2012; Weitkamp et al., 2013; Winter et al., 2011). In addition, in a conference presentation, Winter and colleagues reported data
         for testing the predictive validity of the prerequisites for treatment axis (Winter et al., 2007), suggesting that these prerequisites allow the prediction of therapeutic outcome.
         The report found important predictors of better therapeutic outcome to be familial
         resources, peer relationships, higher motivation for treatment, better ability to
         form a therapeutic alliance, and lower mental and somatic impairment (Winter et al., 2007). Clinical validity was tested via group differences in the treatment prerequisites
         at the level of individual items between hospitalized patients with internalizing
         disorder patterns and those with externalizing disorder patterns (Winter et al., 2011). The following significant differences were found: As expected, based on their statements
         in interviews, patients with internalizing symptoms were rated higher with respect
         to subjective mental impairment, motivation for change, specific motivation for therapy, |37|insight into biopsychosocial interrelations, and gain from illness as compared with patients with externalizing symptoms. Regarding resources, no significant
         group differences were found. The construct validity of the treatment prerequisites was tested in factor analyses of two independent samples
         (60 hospitalized patients and 171 out-patients, in each case with mixed disorder patterns)
         (Weitkamp et al., 2013; Winter et al., 2011). Both factor analyses consistently yielded a 3-factor solution corresponding to
         the predicted higher-level substantive categories: subjective dimensions, resources, and specific prerequisites for treatment. Only the item extra-familial support, was assigned in both factor analyses to the specific prerequisites for treatment dimension and not the given resources dimension, contrary to the division in the original OPD-CA Manual. In the factor analysis
         of Weitkamp and colleagues (2013), the item insight into biopsychosocial interrelations was assigned not to specific prerequisites for treatment, but to subjective dimensions, contrary to the division in the original OPD-CA. The reliability of the prerequisites for treatment varied between the dimensions. For the subjective dimension satisfactory internal consistencies were found (Cronbach’s α between. 0.70 and 0.79),
         for resources and prerequisites for treatment the internal consistencies were low to some extent (Cronbach’s α between 0.55 and
         0.77).
      

      In total, the construct validity of the prerequisites for treatment axis has been successfully tested in two independent studies. The factor analyses,
         for the most part, confirmed the dimensions defined in the Manual. Only in the case
         of extra-familial support, which according to its original definition refers to the knowledge and use of professional
         assistance and in the original OPD-CA manual was assigned to the dimension resources, do the two mutually independent factor analyses suggest an alternative assignment
         to the dimension specific prerequisites for treatment (Weitkamp et al., 2013; Winter et al., 2011). For this reason the OPD-CA-2 renames the original item, extra-familial support, as utilization of the care system, and includes it in the higher-order dimension specific prerequisites for treatment, in accordance with the results of the factor analyses. The internal consistency
         was satisfactory to low. As to clinical validity, differentiation consistent in substance
         between patients with internalizing and those with externalizing disorder patterns
         was obtained, as was the predictive capability for success in treatment with |38|several aspects of the prerequisites for treatment (Winter et al., 2011). Compared with the prerequisites for treatment and coping with illness axis of the OPD for adults, the construct validation for the OPD-CA appears altogether
         more positive. For the corresponding Axis I of the OPD, experience of illness and prerequisites for treatment, an ambiguous factor structure has been reported so far, with 3-, 5-, and 6-factor
         solutions. On the other hand, the high clinical relevance of Axis I of the OPD has
         been stressed by the authors of several studies (Cierpka et al., 2007).
      

      
4.5 Conclusion
      

      Given the number of studies conducted, the empirical validation of the OPD-CA lies
         well behind that of the OPD for adults. Nevertheless, the available findings to date
         point to success on the part of the authors of the original Manual in achieving a
         differentiated, reliable, and valid operationalization of the employed clinical constructs
         for interpersonal relations, conflict, structure, and prerequisites for treatment,
         which in the cases of structure and prerequisites for treatment seem to have an even
         better construct validity along the defined dimensions in comparison to the OPD for
         adults. Here the authors of the original OPD-CA Manual surely benefited from their
         past experience with the first OPD Manual for adults, and were able systematically
         to improve upon some of its weaknesses, already discernible in practical tests, to
         develop a conception of the axes of the OPD-CA with greater validity. The bandwidth
         and the methodological quality of the psychometric testing methods has not been fully
         exhausted yet for the OPD-CA. For example, reliability has been determined merely
         by analysing the internal consistency and interrater reliability. So far, there are
         no findings on retest reliability. Moreover, while the applied method of choice for
         testing construct validity has been factor analysis, this was in parts conducted on
         small samples. Reproduction of the results in further independent and larger samples
         would be the appropriate next step. It would also be relevant for the quality of the
         psychometric testing to incorporate, in a further step, confirmatory factor analyses.
         As a result, validity testing is primarily exploratory in character. For future studies,
         it would be |39|desirable to explicate in advance expected relationships of the axes with other instruments
         or criteria in the form of hypotheses and to test such hypotheses systematically.
      

      Ten years after the publication of the original OPD-CA Manual, the empirical stocktaking
         as to the reliability and validity of this instrument is on the whole encouraging,
         so that we may expect an altogether good validation capability for further studies.
         This present revision of the original Manual (OPD-CA-2) has attempted to systematically
         tackle the weaknesses revealed by the aforementioned studies by improving the conceptual
         and terminological precision of the particular item operationalizations, and we, therefore,
         may accordingly expect improvements in the reliability and validity as well.
      

   
      
|41|5. Theoretical Conception of the Axes
      

      
5.1 Interpersonal Relations
      

      In psychodynamic diagnostics, we assume that the patient’s mental structure and the
         current intrapsychic conflicts will become visible in the relationship with the examiner.
         During psychotherapeutic treatment, the patient’s internal mental conditions from
         which he or she is suffering form current relationship constellations (“transference
         neurosis”), relative to which certain internal responses (or countertransference reactions)
         emerge in the therapist. This dynamic begins to develop from the outset of the initial
         contact between the patient and the therapist.
      

      We therefore find already in the diagnostic process, in the way the patient initiates
         a relationship to the clinician, the core of the typical relationship constellations
         that psychodynamic diagnostic assessment aims at detecting. Capturing in operationalized
         form and as reliably as possible what is happening in the relationship as it develops
         is a demanding task, for the examiner him-/herself forms part of the relationship
         process, making it difficult to separate description from his/her own subjectivity.
         Operationalization of this important diagnostic level requires the examiner to describe
         what he/she observes in the patient as an offer of relationship and as relationship
         behavior, along with the examiner’s own internal reaction to this behavior, in a way
         that is understandable to others. Only then will the subsequent diagnostic process
         be able to verify the extent to which what is happening and forming a constellation
         in the relationship expresses the conditions existing in the patient’s internal world
         and is therefore diagnostically usable.
      

      Unlike adults, children and often adolescents tend less to report about themselves
         and their relationship problems and more to incorporate these issues in their relationships
         with the examiner in the form of actions. These actions are either directly visible
         in the relationship it|42|self or are revealed in play. Nowadays we understand these actions as a special form
         of expression of the child or adolescent that allows for direct diagnostic and therapeutic
         access to the patient. In assessing the relationship on the basis of the OPD-CA-2,
         we rely less on the typical relationship episodes reported by our patients and more
         on the direct formation of the relationship in the patient’s contact with us. The
         relationship behavior is then coded from the participatory observation on the basis
         of the operationalization. Instead of confining ourselves to dysfunctional behavior,
         we also code positive relationship behavior, in the sense of resources.
      

      In defining the interpersonal relations axis we were guided by the idea that relationships
         and their associated affects always represent “composite” modes of behavior and feeling.
         We often experience children who are willing to love us, and yet also feel in the
         diagnostic process the downside of this love, namely aggression and hatred. Children
         who from the outset are extremely concerned with their autonomy also let their desire
         for dependency and security be known, which they only feel compelled to ward off.
         These complex feelings can be represented by a circumplex model (see Figure 1) based on the circumplex model of the Structural Analysis of Social Behavior (SASB; Benjamin, 1974), since this model represents certain relationship constellations along opposite
         axes as complementary vectors of the same level. For example, if a child initially
         interacts with the therapist in an affectionate way only to attack him/her later,
         the ratio can be represented in terms of the existing ambivalent ways of how the relationship
         is handled.
      

      An adequate relationship diagnosis for childhood and adolescence must take into account
         the different relationship levels of the child. For this reason, the interpersonal
         relations axis consists of different modules. Thus, the examiner is able to code the
         relationships according to the operationalization between the levels: child–examiner,
         child–father, child–mother, etc.. We suggest a stepwise approach, depending on which
         relationship appears most important to the examiner. Generally, we assume the child–examiner
         model will be used.
      

      The basic reduction of the relationship levels to dyads is not to claim that children
         actually grow up only in dyadic constellations. The relationships also take form on
         triadic and polyadic levels.
      

      
|43|[image: 101027_00489_ADHOC_fig_1.pdf]
            Figure 1. Circumplex model of interpersonal behavior in the case of the “object-directed OPD-CA-2
               circle.”
            

         

      

      
Theoretical Background


      
Representations and Interactions


      The operationalized assessment of relationships based on observable interactions is
         part of the OPD-CA-2, presupposing as we do a significant connection between intrapsychic
         representations and interpersonal relationships.
      

      Most likely the early interaction sequences will have a very simple structure compared
         with later ones. Owing to abstraction and compression processes, continuing reorganization
         and coregulation by the real objects, interaction representations are abstractions
         that never happened exactly as recalled.
      

      The tendency to reactivate intrapsychic relationship representations in the external
         world brings about the phenomenon of transference. In any situation with external
         interactions (and especially, of course, in longer-term relationships), this transference
         will, therefore, tend to emerge with a specific emotional tone and/or ascribe particular
         importance to the actual development of the relationship between the two protagonists.
         The transference resembles a particular sort of “spectacles” that distort perceived
         colors and shapes to varying degrees.
      

      |44|As the interaction with the examiner develops, transference in this sense will include
         the unconscious parts of the child’s or adolescent’s offer of a relationship that
         are grounded in previous relationship experiences with significant attachment figures.
         Neither the examiner’s clinical perception nor the observable level of interaction
         (in a video recording, for example) allows differentiation between the parts of this
         initial offer of a relationship to the examiner rooted in earlier relationship experiences
         and the parts developing exclusively and situationally from the interpersonal encounter.
         The child’s or adolescent’s relationship behavior and interactive behavior directed
         to the examiner are perceivable only as an overall phenomenon, referred to in ordinary
         clinical language as “spontaneous transference” or “spontaneous transference offer,”
         in distinction from “therapeutic transference” in the narrow sense, in which the gradually
         discernible themes of the relationship can be seen as reactivations of previous relationship
         experiences. For reasons of phenomenological clarity, along the interpersonal relations axis, the concept of transference is avoided in the operationalization of the relationship
         behavior, and instead the observable interactive behavior is recorded in strictly
         descriptive terms.
      

      Thus, the phenomenon of transference in the diagnostic or therapeutic setting is observable
         and describable in differentiated form. Given the intrapsychic experience, the real
         interaction itself modifies the relationship representations by the corresponding
         relationship partners to a greater or lesser extent. We may, therefore, speak of intrapsychic
         and interpersonal processes as loop-shaped and mutually interacting.
      

      The younger children are, the less they will have been able to form representations
         of interactions that could, in turn, affect their current relationship behavior. As
         a consequence, their relationship formation can also be more reactively influenced
         by that of the interacting partner. Among children, in particular, therapists often
         also represent a “new object.” Anna Freud (1965) describes this phenomenon in the child as a “hunger for experience,” which exists
         alongside the repetition compulsion and is opposed to it in every way. Overall, it
         may be said that, in every stage of life, relationship behavior is determined by the
         offers of relationship from partners and by the transference to and curiosity about
         new experiences of relationships. The ratio between these three factors in relationship
         behavior can vary greatly given, for example, the degree of the psychopathology.
      

      
|45|Dyads and Triads


      We assume that the infant from the outset is capable of triadic or polyadic relationships
         (Bürgin, 1998a, 1998b; Fivaz-Depeursinge & Corboz-Warnery, 1999; von Klitzing, Simoni & Bürgin, 1999). More recent studies have shown that infants have triadic capabilities as of the
         third month of life. Even at this age they are able to share situationally changing
         emotions with both parents through eye contact and facial expression (Fivaz-Depeursinge, Favez, Lavanchy, de Noni, & Frascarolo, 2005; Fivaz-Depeursinge, Lavanchy-Scaiola, & Favez, 2010; von Klitzing, 1998).
      

      The dyadic relationship is preferred because of its relatively simple structure. Being
         much more difficult to stabilize, triadic or polyadic forms readily decompose into
         multiple dyadic ones. In everyday life, the infant prefers dyadic relationship forms,
         as they require significantly less effort to be sustained over longer periods of time.
         The preference for one male or female partner remaining constant in a relationship
         is obvious, as only then is continuity possible in the development of intrapsychic
         relationship representations in the internal world. Many dyadic processes are characterized
         by attempts at changing mutual influence on the other party – owing to each other’s
         own needs and specific desires to exert power – as invasiveness or respect for the
         other’s independence develop.
      

      Triadic and polyadic interactions are extremely stimulative, however, as they aid
         the child in the course of his/her development to understand and construct more complex
         forms of relationships up to the level of relationship networks. Triadic and polyadic
         relationships provide the child with significant relationship experiences that can
         compensate for deficits or disorders in the dyadic interaction. Especially children
         of mentally ill mothers are subject to disruptions of the dyadic interaction. In their
         studies, Tronick and Reck (2009) showed that the presence of postpartum depression in the mother is negatively associated
         with the quality of the dyadic mother–child interaction and with the child’s cognitive
         as well as motor development. In shared play, depressed mothers exhibit less positive
         play behavior and less eye contact with their children. Moreover, they participate
         less in shared play and show greater boredom compared with nondepressed mothers (Tronick & Reck, 2009). Work by Field (1998) shows that infants and young chil|46|dren whose mothers suffered from postpartum depression identify in the presence of
         depressed mothers with their depressive emotions. This identification can be mitigated,
         however, if a nondepressive father (or other third party) is available with whom the
         child can maintain a relationship in which depressive emotions do not prevail. The
         presence of a nondepressed father who provides the infant or toddler with cognitive
         and motorically stimulating interactions may supplement a limited dyadic interaction
         and thereby constitute a significant protective factor for the development of the
         child.
      

      According to Stern (1985), the subjective self begins to manifest itself between the 6th and 18th months of
         life. The child experiences that he/she has a mental life of his/her own, and discovers
         in the course of his/her further development that this is also true of the other real
         people in his/her relationship network. A shared subjective experience creates intersubjectivity
         and intermediary spaces with shared significances, even given the certainty that the
         feelings and intentions of other persons differ from the child’s own.
      

      With primary intersubjectivity, sharing occurs but not with communication about a
         third person. If the child succeeds in seeing him-/herself again in the living mirror
         image of the other party, nonfusional imitation and comparison will be possible. In
         the case of secondary intersubjectivity, both or more attachment figures exchange
         information about some other subject and metacommunication arises. Only if the real
         other can be ascribed an inner world of the same sort as the toddler’s own, can the
         latter suppose that the other person can also have relationships with different objects
         and therefore with others.
      

      The real objects are extremely important, as they persistently contribute to regulation
         and, therefore, as it were, directly intervene in the child’s inner world. Mahler and Gosliner (1955) recognized that, for the child in the separation and differentiation phase of the
         second year of life, the third person serves as a powerful and even necessary support
         against the “re-engulfment of the ego into the whirlpool of the primary undifferentiated
         symbiotic stage” (Mahler & Gosliner, 1955, p. 210). In this regard, Abelin has stressed the father’s ability to make him-/herself
         constantly and reliably available as a “third object” to the child in this process,
         and, thereby, enable the child to undergo separation from the maternal object in the
         first years of life and beyond (Abelin, 1971).
      

      |47|In a dyadic relationship, too, there always exists a virtual third person in the inner
         world of the other. Of course, it depends on the quality of the early object relations
         of the relationship partners whether this third person can be symbolically present
         and introduce an element of qualification into the directly experienced dyadic relationship
         between self and object, or whether the third person is excluded, as can be observed
         in the “fragmented triad” (see Göttken & von Klitzing, 2013, for a case study). Brickman defined the triangulation as “the process that locates
         perceptions of objects (including other persons) in the three-dimensional world or
         three-dimensional space” (Brickman, 1993, p. 908). Should the perception of self and the other exclude the third element,
         however, the relationship of subject to object will remain immediate and without qualification.
         Serious distortions of self- and object-perception may result.
      

      The triadic competence of the parents, i.e., their ability even before the birth and
         afterwards to establish a relationship matrix with their child in which the third
         person is not excluded, is a precondition for a successful process of triangulation
         of the child. Parents who are able to establish a relationship matrix that excludes
         the third person neither in reality or symbolically will enable their child’s process
         of development into triadic relationships. In this way they also enable the child
         sufficiently to separate him-/herself from the initially symbiotically experienced
         self–object unity with the mother – an important prerequisite for healthy mental development.
         The working group of von Klitzing and Bürgin (2005) showed that the triadic competence of parents during pregnancy is negatively associated
         with the number of externalizing problems of the child at the age of four years. The
         authors identified a low ability on the part of the parents to anticipate their future
         relationships triadically without excluding any of the three relationship partners
         from the triadic relationship constellation as a predictor for the number of externalizing
         problems of the child at preschool age (von Klitzing & Bürgin, 2005).
      

      In the course of mental development, the dyadic as well as the triadic and polyadic
         interactions and representations of relationships – parallel to the ego development
         of the child with all his/her cognitive, affective, and motor skills and needs, and
         parallel to the offer of relationships in the external world – thus assume increasingly
         complex forms and sig|48|nificances as well as exhibit other intensities of emotional makeup and implementation
         in action.
      

      The early pre-oedipal threesomeness or many-someness develops through the post-oedipal
         stages into adolescent and adult forms. Depending on the libidinal and aggressive
         cathexes, different dyadic relationship configurations will come to the fore or recede
         into the background. Depending on the affective closeness or distance, the relationship
         triangles or squares will be either symmetrically balanced or asymmetrically unbalanced.
      

      The triadic constellations during the oedipal stage are still relatively unstable.
         The child alternates rapidly between libidinal and rivalry-type attitudes towards
         his/her parents, with one parent or the self being excluded (both in fantasy and in
         the real relationship constellations). In the latent-stage phase, the child’s instinctual
         life quietens down, and he/she turns more to social-emotional and cognitive developmental
         tasks outside the familial relationship context. Ideally as a result of the oedipal
         stage, the child will have been able to establish a stable triadic relationship representation,
         in which flexible, reciprocal dyadic and triadic interactions with the parents (and,
         consequently, also with other relationship partners in and out of school) are possible.
         The establishment of such triadic competence on the part of the child depends largely
         on how much the child “can already recognize the significance of the father as a symbolic
         third person, or whether [the child] has still not experienced any qualification of
         his/her relationship to the maternal object by a third person (ideally by the father)”
         (Göttken & von Klitzing, 2013, p. 163, text translated by the editors). Detailed case material on stable and unstable
         familial triadic constellations has been presented elsewhere (see Göttken & von Klitzing, 2013).
      

      
Relationship Diagnostics


      Psychoanalysis has a long tradition of the description and identification of interpersonal
         relationship patterns. Significant conscious or unconscious modes of experience and
         behavior in the handling of interpersonal relationships occur again and again (repetition
         compulsion and transference) and are, therefore, also in principle identifiable.
      

      Most psychodynamically or interpersonally oriented psychotherapies as well as some
         methods of cognitive behavioral therapy view solidi|49|fied and dysfunctional interpersonal relationship patterns as essential preconditions
         of psychogenic illnesses (Strupp & Binder, 1991). Such self-sustaining patterns arise from intrapsychic ”schemata” developed over
         the person’s life history, i.e., “traces” of relationship experiences are at issue.
         These schemata are continually confirmed or modified in relationship processes with
         other people. The theoretical basis of this view is provided by the psychoanalytic
         object relations theory, systems theory, and the interpersonal psychoanalytic psychotherapy
         of Sullivan (1953). Such internal schemata crystallize from redundant relationship experiences, in
         particular with the relevant attachment figures of childhood and adolescence. On the
         intrapsychic level of the child, they become internalized “self–object–affect schemata”
         ( Kernberg, 1984; Stern, 1985). Here essential features are not only that the child identifies with the caregiver
         and the familial relationships and functions, but also that the child constructs,
         influences, and changes these relationships from the start. The child thus identifies
         with relationship patterns, to the construction of which he/she has herself contributed
         in a major way (Cierpka, 1992).
      

      The child internalizes subjectively processed experiences in interpersonal relationships
         as a willingness to realize certain constellations of transference in the relationships
         with the interpersonal world (so-called “readiness for transference relationships”).
         Conflictual relationships with the relevant relationship partners can restrict the
         relationship experience and behavior to a considerable extent if these conflicts are
         not resolved in a developmentally appropriate way. In addition, occurrences of intrapsychic
         distortion can contribute to the emergence of maladaptive interactions in familial
         and other interpersonal relationship systems. For example, a child’s developmentally
         appropriate expectations of affective attachment from the mother may be condemned
         to failure from the start due to the mother’s depressive state, and lead to negative
         self-esteem on the child’s part. Such relationships can be described as dysfunctional
         relationships.
      

      The clinical importance of the diagnostic assessment of dysfunctional relationship
         behavior derives from the connection between interpersonal complications and the emergence
         and persistence of mental symptoms. Therapeutic efforts consequently focus on the
         representations of maladaptive, conflictual relationship patterns.
      

      |50|Psychodynamic diagnostics in child and adolescent psychiatry and psychotherapy examines
         how relationships are handled between the child and his or her parents and siblings
         as well as between the child and the examiner. Independently of the central concerns
         of identifying and describing dysfunctional patterns, the examiner should look for
         signs of resources in the patient’s relationships.
      

      Attempts to schematize the descriptions of typical patterns have led to problems explainable
         by the fact that different psychoanalysts have interpreted the observed phenomena
         in different ways (Seitz, 1966). These problems of consensus and interrater reliability can be minimized if the
         constructs under investigation are operationalized as closely as possible to observation
         (Thomä, Grünzig, Böckenförde, & Kächele, 1976).
      

      On the one hand, the past two decades have seen increased scientific interest in relationships
         on the part of other, nonpsychoanalytic orientations of psychotherapy (e.g., cognitive
         behavioral therapy and systemic family therapy), on the other hand there has occurred
         a development of measurement methods attempting to capture interpersonal communication
         in a valid way. These methods differ in their complexity, their measurement levels,
         and the concomitant influence of subjective factors (see Luborsky & Crits-Christoph, 1990). A review by Schauenburg and Cierpka (1994) compiles those methods stemming from the psychoanalytic tradition. Following their
         description and assessment of numerous methods, the authors conclude that the Structural Analysis of Social Behavior (SASB; Benjamin, 1974, 1982, 1987, 1988, 1993; Tress, 1993) and the Core Conflictual Relationship Theme (CCRT; Luborsky & Crits-Christoph, 1990) are the methods that have been best researched and most often applied. “The relationship
         behavior and the resulting patterns of relationships should be formulated so as to
         identify above all the behavior […] observed by the examiner […] and described by
         the patient” (Arbeitskreis OPD, 1996, p. 53, text translated by the editors).
      

      In addition to the current habitual relationship behavior exhibited in the examined
         situation, relationships to the main attachment figures must also be considered in
         the cases of children and adolescents.
      

      The aim of the operationalized diagnostics of relationships is not to arrive at nosological
         diagnoses of relationships; rather, the identification of relationships should form
         part (one axis) of a multiaxial classification system. In its approach, it is most
         formally comparable to the diagnos|51|tic system Zero to Three developed in 1994 by the National Centre for Clinical Infant Programs (ZTT-DC: 0–3,
         Zero to Three, 2005), even if the theoretical assumptions are different.
      

      
Circumplex models of interpersonal behavior


      The interpersonal circumplex models of relationship behavior (Benjamin, 1974; Kiesler, 1983; Leary, 1957) form the heuristic basis for the substantive classification of habitual behavior
         in relationships. These circumplex models have a long tradition in clinical psychology.
         They imply that in social relationships interaction partners base their respective
         relationship behavior on the definition of status and desired closeness. Common to
         these models is the depiction of the behavior on a circular surface (see Figure 1). Analysing the relationship behavior in terms of similarities and polarities, we
         arrive at an arrangement of the relationship patterns in a circle (Plutchik, 1997). This arrangement is definable in terms of two orthogonal and bipolar dimensions:
         Control (dominant/controlling vs. obedient/submissive) and affiliation (loving/attached
         vs. hostile/distanced). Qualities of interpersonal behavior can be determined as a
         ratio between these two basic dimensions, and thus as positions in the circular area
         they form. These circumplex models, and the measurement tools derived from them, have
         been well studied and validated within personality, social, and clinical psychology
         (Wiggins, 1991).
      

      
5.2 Conflict
      

      In psychoanalytic theory, particularly in the illness model, intrapsychic conflicts
         play a central role as the causes of mental disorders (see Loch, 1986; Mentzos, 2005). For the conceptualization and operationalization of intrapsychic conflicts for
         childhood and adolescence, those psychoanalytic theories are of particular importance
         in their focus on the development and relationships. Here the object relationship
         theories (Kernberg, 1975; Mahler, Pine, & Bergmann, 1973; Winnicott, 1953, 1956, 1958), the results of family diagnostics (Cierpka, 2008) and family therapy (Stierlin, 1970) as well as the results of observations of infants and of infant research (Lichtenberg, 1983; Stern, 1985) deserve particular mentioning.
      

      
|52|What Is an Intrapsychic Conflict?


      Intrapsychic conflicts are unconscious intrapsychic collisions of opposing affects,
         bundles of motivations, ambitions, or behavioral tendencies, such as the fundamental
         desire to be cared for on the one hand and the fundamental desire to be self-sufficient,
         i.e., to take care of oneself, on the other. As defined in the OPD-CA-2, we regard
         psychodynamic conflicts as long-lasting if they persist for more than six months and
         are characterized by a child’s or adolescent’s established experiential patterns that
         repeatedly lead to similar behavioral patterns in corresponding situations without
         the child’s or adolescent’s awareness of this fact. These conflicts are dysfunctional,
         i.e., they hinder development and interfere with interpersonal relationships.
      

      Long-lasting conflicts develop via internalization processes from early relationship
         experiences and conflictual episodes within the age-related radius of a child’s or
         adolescent’s important relationships. Intrapsychic conflicts pertain to issues that
         affect all children and adolescents, but not with the development limiting exclusivity
         meant here. Once internalized, these conflicts will influence future interactions
         and relationship episodes.
      

      Long-lasting intrapsychic conflicts have two sides: On the one hand, they inhibit
         development by fixating a child’s or adolescent’s motivations and affects in different
         areas of life on a conflict theme and, thereby, restricting further developments.
         On the other hand, long-lasting conflicts are achievements of the ego, which has managed
         to process conflictual relationship episodes, even if, as noted, with restrictions
         and fixations. Long-lasting conflicts can thus develop into issues shaping the entire
         life history, giving it subjective sense. In most cases, intrapsychic conflicts are
         unconscious for the affected children and adolescents, but they can also occur at
         the preconscious or even conscious level. Such conflicts can be experienced as egodystonic
         or egosyntonic in terms of character pathology. However, among those children and
         adolescents presenting for diagnostic assessment and treatment, development-inhibiting,
         unconscious, and egodystonic aspects of long-lasting conflicts predominate.
      

      The precondition for the occurrence of long-lasting intrapsychic conflicts is a mental
         structure in which self and object representations can be reliably differentiated.
         An intermediary space (Winnicott, 1971a) |53|between self and object is available, that is, the child or adolescent has the ability
         to fantasize, to symbolize, and to play. The mental structures described are formed
         around the age of 24 months. However, long-lasting intrapsychic conflicts cannot develop
         before the Age Group 1 (3 to 5 years). In Age Group 0, these structural preconditions
         are not yet firmly established, although even at this stage forerunners of long-lasting
         intrapsychic conflicts can develop.
      

      We assume that long-lasting intrapsychic conflicts develop in a sequence of stages.
         Through repetitive interaction processes cognitively and affectively complex internal
         patterns develop that are continually adjusted and expanded. The children’s dispositions
         seem partially to determine whether an early, largely inflexible expression of conflict
         will arise or whether a pre-existing flexibility will also allow for corrections.
         We also need to suppose that intrapsychic constellations of conflicts will arise if
         the child’s needs are acknowledged and satisfied by his or her important attachment
         figures, either inappropriately and inadequately or excessively.
      

      
How Are Intrapsychic Conflict, Structure, and Interpersonal Relations Related to One
            Another?


      Conflict, structure, and interpersonal relations are not mutually independent constructs
         in the OPD-CA-2. Conflicts are determined by the underlying integration level of their
         structure and can be observed in characteristic relationship episodes. The formation
         of an intrapsychic conflict is modulated by the integration level of the mental structure.
         A fragmented, disintegrated mental structure prevents a focus on a conflict theme.
         Nor can any conflict theme be developed if the developmental preconditions are lacking.
      

      
What Kind of Intrapsychic Conflict Themes Are There?


      The following describes the seven intrapsychic conflicts and their theoretical foundations.
         In each case the prominent affect can be helpful for the assessment.
      

      
Conflict: Closeness Versus Distance


      The closeness vs. distance conflict was formerly called dependency vs. autonomy in an earlier version of the
         OPD-CA. The renaming underscores the difference from the previous conflict of dependency
         vs. |54|autonomy, which suggests a too mature theme. In contrast, the conflict of closeness
         vs. distance concerns the existential importance of attachment as well as the importance
         of emotional security, as described in the concepts of Margaret Mahler and colleagues (1973) and Edith Jacobson (1964). These ideas were later taken up in the attachment theory of Bowlby (1975). As attachment research (Fonagy & Target, 2003) and psychoanalytic infant research (Stern, 1985) have shown, the emotional availability of an attachment figure and the affective
         exchange are extremely important for the development of a child and form the basis
         for secure bonding. A healthy development enables the child to establish flexible
         and reciprocal relationships in which he or she can resolve the polarity of desires
         for closeness and distance. In the the conflict case, there are no secure attachments,
         with the consequence that, in relationships with significant others, the fear of closeness
         accompanied by excessive emotional independence will dominate in the active mode,
         while the fear of separation coupled with a search for close relationships will dominate
         in the passive mode. The typical prominent affect for this conflict development is
         therefore existential anxiety.
      

      
Conflict: Submission Versus Control


      Control of self and others evolves with the increasing physical, emotional, and cognitive
         maturation of the child in interplay with noninterfering or contolling interactions
         with the parent or other caretakers. In connection with the description of obsessive-compulsive
         disorders and the anal triad, Sigmund Freud (1908/1959) very early on described the tendency of adult neurotics to control relationships.
         Like all developmental trajectories, the issue of submission vs. control runs through
         all stages of development, but reaches its first formative level at the ages of 2
         to 5 years, when behavioral norms are increasingly internalized (A. Freud, 1936). The potential for conflict is more pronounced the more rigid or lax the familial
         and social rules are. Tensions occur in the first stage of the conflict in basic interpersonal
         form (submission in the passive mode vs. rebellion in the active mode), and in intrapsychic
         form only as cognitive maturation progresses and internal values and rules develop.
         Accordingly, different affects will occur depending on the stage of development. In
         interpersonal conflicts and precursors to conflicts, anger, rage, and fear predominate.
         After completion of internalization, complex affects like shame, guilt, and anxiety
         also come into play.
      

      
|55|Conflict: Taking Care of Oneself Versus Being Cared For


      The conflict of taking care of oneself vs. being cared for was formerly termed “need for care vs. autarky” in earlier versions of the OPD-CA;
         this renaming makes it even clearer, what the essential theme is. Theorists such as
         Winnicott (1971a) have described the early mother–child interaction in terms of the total dependence
         of the infant on the mother’s care, and have spoken of a “primary maternal preoccupation”
         on the mother’s part as an almost intuitive empathy for the child’s needs. Balint (1952) has given a similar description, termed “primary love.” In her famous essay Envy and Gratitude, Melanie Klein (1975) also elaborated the oral level and established its relationship to depression. Object-relation
         theorists like Bion (1963) also described the importance of incorporation by means of the “container-contained”
         model. Characteristic of this type of conflict is that the child–parent interaction
         is based on the experience of relationship security – although largely governed by
         either the claims to material and/or emotional care in the passive mode or by their
         rejection in the active mode – related to a striving for self-sufficiency. This focus
         of interaction, which initially predominates because of the total dependence of the
         child on care and, as a result, stands in the way of the child’s independent development
         of needs, will be internalized as conflictual if this does not correspond to the parents’
         style of interaction and, further, if certain predispositions of the child fuel this
         conflict. The prominent affect typical for this conflict is dissatisfaction, the feeling
         of wanting more, not getting enough, and the fear of losing care, as well as feelings
         of depression in the face of excessive demands. Anger can arise in countertransference
         because of “clinginess.”
      

      
Self-Worth Conflict


      Winnicott (1956) described the holding function of the mother and the necessity of emotional mirroring
         for the child’s feeling of self-worth. The consolation afforded by the transitional
         object (Winnicott, 1953) facilitates separation from the mother, mitigates the feelings of abandonment and
         constitutes an initial stage of autonomous self-worth regulation. Even if differently
         weighted, most theories of the origin of narcissistic disorders regard the frustration
         of the child’s need for being loved and recognized (mirroring) in the context of a
         nonempathetic |56|parent–child interaction as aetiologically significant for the emergence of a disorder
         in self-worth regulation (Blanck & Blanck, 1979; Kohut, 1971). Typical for these disorders are also correspondingly pathological self-aspects
         such as fantasies of diminutiveness or an aggrandized self. When parents use children
         as containers in Bion’s sense or project self-aspects onto children, a false sense
         of self can develop in the child or adolescent.
      

      During their development, children and adolescents increasingly learn to regulate
         their positive feelings of self-worth in an enduring way and less dependently on others.
         Should conflicts occur, self-aggrandizement emerges in the active mode and a collapse
         of self-esteem in the passive mode. The prominent affect is narcissistic rage and,
         given a decline in self-esteem, significantly noticeable shame.
      

      
Guilt Conflict


      The guilt conflict was termed the “loyalty conflict” in an earlier version of the
         OPD-CA. The name was changed for the sake of a better distinction from loyalty conflicts
         following separation of the parents, which are not meant here. Enrolment in school
         provides children with sufficient (superego) demands and prohibitions (A. Freud, 1936). The internalization of these demands, norms, and values due to identification with
         the parents is the precondition for having feelings of guilt. Guilt conflicts in children
         and adolescents are governed by the endeavor to secure the relationship with the parents
         by all means (Fairbairn, 1952). Due to the necessity of existentially securing the relationship with the parents,
         children are willing to sacrifice their credibility and their sense of reality when
         it comes to protecting the parents or their parents’ values and norms from outside
         attacks. Children and adolescents in whom this conflicting issue prevails in a dysfunctional
         and developmentally inhibiting way thus suffer extremely in the passive mode under
         (inappropriately) intense feelings of guilt towards the parents, or they inappropriately
         feel responsible for certain family issues. In the active mode, these feelings of
         guilt are fended off and the parents are accused for everything in an inappropriate
         form. Stierlin (1970) has described in detail the dynamics of parents and adolescents in the process of
         separation. In extra-familial relationships too, the children in the passive mode
         appear anxious and willing to make sacrifices, with an inappro|57|priate assumption of guilt, and those in the active mode seem egotistic, transgressive,
         and reckless, with a refusal to accept guilt. The prominent affect is guilt, with
         the polarization of good vs. evil.
      

      
Oedipal Conflict


      With regard to the conceptual background of the oedipal conflict, Sigmund Freud’s
         discussion of the Oedipus complex (1905/1953) and his theory of infantile sexuality (1961), in which he explored the sexual orientation of the (male) child and the identification
         with the parent of opposite sex, are of historically lasting importance. In addition,
         Melanie Klein (1962) described the early stages of the Oedipus complex, in which she estimated the onset
         of triadic relationships as occurring sooner compared with S. Freud’s theory. Later,
         Abelin (1971) and Rotmann (1978) again took up the idea of early triangulation. As the first important love objects,
         parents thus have a formative significance for children, while, conversely, children
         are important objects of love for their parents. The conflict discussed here centres
         on the satisfaction of erotic and sexual desires and on the tendencies and inhibitions
         standing in the way of these desires. In the active mode, oedipal issues are disproportionately
         stressed, while in the passive mode they are avoided. Inappropriate eroticization
         or excessive neutrality can therefore become noticeable as prominent affects.
      

      In adolescence, a special dynamics arises from the fact that the physically mature
         genitals theoretically allow acting upon instinctual desires. Laufer and Laufer (1984) consider the integration of physically mature genitals in the body image and the
         entry into sexual relationships to be crucial steps in development. Their mastery
         promotes the progression of development and their failure results in the breakdown
         of development.
      

      
Identity Conflict


      Identity formation is a life-long process, but according to Erikson (1959, 1982) preferentially develops during adolescence. For Blos (2001) too, adolescence plays a central role in identity formation. More recent conceptualizations
         (Seiffge-Krenke, 2012b) show that the process of re-assessment of old identifications and the integration
         of new identifications has extended through young adulthood. Mentzos (2005) differentiates primary conflicts in the individual developmental stages that lead
         to crises in the identity development of children and adolescents. |58|As these crises are overcome, new aspects of self-images arise (Erikson, 1959). Successful integration of the new aspects of self-images in the pre-existing self-image
         will be reflected at each stage of development in a subjective sense of continuity
         and coherence. This phenomenon is always associated with different significant object
         relations, i.e., there will exist numerous different identities appearing as coherent
         self-identities in the conflict-free case and as contradictory, confused self-images
         in conflictual cases. The active mode may involve an excessive adoption of changing
         identifications, and the passive mode disorientation and helplessness. Unlike identity
         diffusion (Foelsch et al., 2010), which is a structural problem, an identity conflict presupposes at least a moderately
         integrated structural level. The transgenerational problems in migration can compel
         the development of an identity conflict (Kohte-Meyer, 2006). An immigrant background may also contain the potential for identity development,
         however (Schepker & Toker, 2009).
      

      
How Do Intrapsychic Conflicts Differ From Forms of Severe Stress in Life and Everyday
            Conflicts?


      Forms of severe stress in life must be distinguished from enduring intrapsychic conflicts.
         These severe forms of stress in life can lower the structural level, but also exacerbate
         the aforementioned intrapsychic conflicts or impair the person’s ability to process
         them. Research on coping distinguishes between three different types of severe life
         stress: critical life events (such as the parents’ divorce or unemployment), chronic
         stressors (such as chronic illness), and serious trauma such as rape or torture. Characteristically,
         these forms of stress are not very predictable and allow the child/adolescent little
         control over the event (Seiffge-Krenke & Lohaus, 2007). These severe forms of life stress place an enormous burden on children and adolescents,
         since in coping with these pressures they must rely on their own, developmentally
         based and possibly inadequate coping skills as well as on family resources. In addition,
         parents are particularly affected by the consequences of these stressors and may lack
         insight into their children’s sensitivities. Generally, the effects will be more serious
         the less developed or integrated the child’s mental structure and his or her capability
         for mature ego achievements (defence mechanisms) are. In addition – as already mentioned
         – traumatizing events may occur that even children and adolescents with well-inte|59|grated structures cannot appropriately process. Also worth noting, however, is that
         about a third of the children and adolescents who had been exposed to such stress
         as well as a small proportion of the children and adolescents subjected to traumatc
         experiences (see Egle, Joraschky, Lampe, Seiffge-Krenke, & Cierpka, 2015) developed no symptoms (so-called “invulnerables”), which is not to say that they
         enjoyed mentally healthy and undisturbed development. We can distinguish between current
         (dating back to less than six months) and previous severe life stress (dating back
         to more than six months) (see also Axis V of the Multi-Axial Classification Scheme,
         World Health Organisation, 1996). Children and adolescents are often presented to psychiatrists or psychotherapists
         because of current or previous severe stress in life, which, in turn, often aggravates
         intrapsychic conflicts, however.
      

      Intrapsychic conflicts as well as severe stress in life may be differentiated from
         everyday conflicts, i.e., conflicts that occur in everyday life between parents and
         their children. They are mildly distressing, predictable (because frequent), and do
         not inhibit development, but generally promote autonomy. These everyday conflicts
         are not considered in the OPD-CA-2.
      

      
Overall Assessment


      The intrapsychic conflicts described in the above sections can be identified and validated
         according to the operationalizations in the Manual (see Part 2: Manualization of the
         Axes, Chapter 8: Conflict). The individual conflicts are assessed according to importance: very important (3),
         moderately significant (2), of little significance (1), and absent (0). Two modalities
         are described pertaining to the processing of these long-lasting intrapsychic conflicts.
         For each conflict area a passive and an active mode of the conflict coping are distinguished
         from one another. The active mode is present when counterphobic defence and reaction
         formation prevail. In the passive mode, regressive defensive attitudes may dominate.
         While an active or passive mode is described in reference to prototypes, in clinical
         reality mixed types often occur. In the overall assessment up to two of the most important
         conflicts are identified, which will be considered as especially significant and reliably
         diagnosable. In addition, possible preceding and enduring, internalized conflicts
         of the parents should be considered.
      

      
|60|5.3 Structure
      

      The concept of mental structure (Rudolf, 1995) integrates the ideas of self-psychology (P. F. Kernberg, 1989; Kohut, 1971) and object relations theory (Mahler et al., 1973; Sullivan, 1953) towards a theorem of a repertoire of experiences and actions on the basis of interaction
         experiences. The intermediate space (Winnicott, 1965), allowing internally represented intentional action, should then also be explored.
         Findings from infant research (Stern, 1985), attachment research (Bowlby, 1980), research of emotions (Damasio, 1999; LeDoux, 1996), research of temperament, clinical developmental psychology (Oerter & Montada, 2008), and developmental psychopathology (Resch, 1999b) also have influence on the assessment of the child’s personality development. Mental
         structure is understood as the result of a bidirectional interaction of innate dispositions
         and interactional experiences, leading to the formation of specific experiential and
         behavioral dispositions on the part of the child in interacting with his or her environment.
      

      A description of the observable and perceptible behavior of children and adolescents
         is summarized in the OPD-CA-2 in terms of four dimensions. The three dimensions known
         from the OPD-CA have been modified with the addition of the attachment dimension. The OPD-CA had conceptualized attachment only inadequately and implicitly
         as the capacity for internalized communication. Central aspects were thereby not sufficiently
         represented. The addition of attachment as a separate dimension with several aspects
         should now allow a more accurate and differentiated representation of qualities or
         inadequacies of mental structural elements and abilities. Psychodynamic assessments
         must take into account the developmental age and refer to defined time frames in which
         a comparable developmental-psychological adaptive competence is to be expected (Resch et al., 1998).
      

      This is significantly facilitated in the OPD-CA-2, since for all four structural assessment
         dimensions and in each age group particular abilities are described in the form of
         anchor-point descriptions, and are operationalized for each of the four structural
         levels (good integration, limited integration, poor integration, and disintegration).
         The general assessment scale we have so far employed (assessment of structural abilities
         according to the criteria of functionality, flexibility, variability, |61|continuity, and the issue of support) has been replaced by a description of each individual
         structural level.
      

      We assume that descriptions are possible of the qualitative differences between age
         groups as well as between the individual structural levels in a given age group. As
         in the OPD-CA, we have refrained from defining a “perfect structural level” (0) as
         provided for in the DSM-5, for example, since in our view such a level would be a
         theoretical phenomenon with little practical relevance. In difficult situations and
         life crises, temporarily suspending one’s structural abilities is certainly a healthy
         reaction. In this event, we already deal with a good and not a perfect structural
         level. In order to describe similar phenomena on other structural levels we have introduced
         intermediate levels (1.5; 2.5; 3.5). They should rather describe the oscillation,
         at least occasionally, occurring between two structural levels than the exact interposition.
         The anchor-point descriptions now elaborated in the OPD-CA-2 for each structural level
         in each aspect and in each age group provide a significantly more detailed framework
         for assessments.
      

      The assessment of the structure should always be resource-oriented and extend beyond
         the symptom, in view of the context-dependence of dysfunctional or functional modes
         of reaction. The assessment of the availability of dispositions to act should cover
         the preceding six months, and refer to the biographical context, in addition to the
         assessment of situational behavior within and outside the examination situation. The
         OPD-CA-2 has changed nothing on this point.
      

      In the development and organization of the mental structure as a disposition of the
         individual, the OPD-CA-2 now considers the child’s or adolescent’s ability to cope
         with negative affects, the establishment of his/her impulse regulation and self-worth
         regulation as well as the institution of controlling instances (control dimension),
         his/her ability to experience him-/herself (coherence and self-perception) and others
         (object perception), and to differentiate him-/herself (self–object differentiation)
         from others (identity dimension). The third dimension of interpersonality deals with
         the question whether there is, inwardly, room for fantasizing, whether affects can
         be experienced (affective experience), whether contact can be established with the
         outside world (initiating emotional contact), and relationships can be developed (reciprocity).
         Here, the degree of empathy is crucial, as is the ability to break |62|free of relationships (capacity to separate). The fourth dimension of attachment seeks
         to capture the internal working model by describing to what extent internal images
         of others and of relationships exist at all (internalization), in what way the attachment
         system can be regulated intrapsychically (secure internal base), to what extent the
         child or adolescent can tolerate situations of being alone (capacity to be alone)
         and can use attachment relationships in order to establish a sense of security and
         protection (use of attachment relationships).
      

      The extent to which this subdivision of the OPD-CA-2 deviates in detail from that
         of the OPD-CA can be seen in Table 1 and Table 2 (see Chapter 9: Structure). Besides the addition of the attachment dimension, especially noteworthy is the subsumption of “self- perception and object
         perception” with its individual aspects from the OPD-CA under the concept of identity.
      

      In our view, communication skills are now also described more accurately in the OPD-CA-2
         in terms of interpersonality. All in all, the revision widens the richness of detail
         in structural abilities, with none of the abilities previously treated in the OPD-CA
         being dropped in terms of content.
      

      
         
            Table 1. The structural dimensions of the previous version of the OPD-CA at a glance (Arbeitskreis OPD-KJ, 2003, 2007)
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            |63|Table 2. Structural dimensions of the OPD-CA-2 at a glance
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      The control dimension concerns the ability to form a buffer against negative affects (displeasure,
         annoyance, disgruntlement, lack of enthusiasm). For this dimension, the conceptual
         terms have above all been adjusted in the OPD-CA-2 and affect tolerance (formerly
         “negative affect”) and self-worth regulation (formerly “sense of self”) are interpreted
         in a slightly broader sense. At Level 2 the child achieves a balance between the sides
         of his or her ambivalence and can then consciously experience, acknowledge, and communicate
         these sides. Initially, in general, (Age Level 1: 3 to 5 years) and, later on in a
         differentiated way, adapting to the situation (Age Levels 2 and 3: 6 to 18 years),
         the establishment of impulse control pertains to the ability to control impulses and
         to achieve a disactualization of what is experienced. Already in early childhood,
         the child should be able to modulate self-worth to a rudimentary extent and to restore
         it when it has been endangered. Later on (Age Levels 2 and 3: 6 to 18 years), this
         must be possible in a more differentiated way and without help. Parallel with moral
         development, a controlling instance must be established that can also be externally
         stabilized in early childhood (Age Level 1: 3 to 5 years). The ability to make moral
         judgements will then develop moving from knowing what |64|is considered to be forbidden to general norms up to perceiving the complexity of
         moral issues within a framework shaped by society.
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