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Preface

It is with great joy and pride that we can now 
present the English translation of the third ver-
sion of the German-language system of Opera-
tionalized Psychodynamic Diagnosis (OPD). 
OPD-3 was first published in German in 2023 
and has since rapidly established itself as a stan-
dard reference in the clinical fields of psychia-
try, psychosomatic medicine, and psychothera-
py throughout the German-speaking world. It 
offers a concise and coherent synthesis of the 
psychoanalytic and psychodynamic diagnostic 
tradition across four relevant axes: The subjec-
tive experience of illness, maladaptive relation-
al patterns, central intrapsychic conflicts, and 
structural capacities in terms of personality 
functioning.

At the same time, the OPD is more than a 
useful and practical synthesis of psychoanalyt-
ic traditions. It also builds bridges to other psy-
chological and psychotherapeutic approaches 
and perspectives. Behavioral and systemic ther-
apists alike find the OPD to be a valuable and 
horizon-broadening framework in everyday 
clinical practice.

Our experience with OPD 2, published in 
2006, demonstrated the crucial importance of 
the English translation for the international dis-
semination of the OPD. Numerous further 
translations were subsequently based on the 
English edition. We are therefore especially 
pleased to take this next step with the present 
translation and hope that the work developed 
over the past decades will continue to resonate 
with and inspire clinicians as well as research-
ers in other countries.

A major driving force behind the develop-
ment of the third edition of the OPD was Cord 
Benecke, who served as the spokesperson for 
the OPD Task Force from 2017 until his death in 
December 2025. His contributions to this pro-
cess are beyond measure. We miss him deeply 
as a friend, colleague, and a source of inspira-
tion, and we are committed to continuing his 
work in his spirit – not least as a way of preserv-
ing his legacy.

Henning Schauenburg and Stephan Doering
for the Coordinating Committee of the 

OPD Task Force
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Preface

With this book, the OPD Task Force presents 
the third version of the Operationalized Psycho-
dynamic Diagnosis (OPD). The OPD was devel-
oped in Germany in the 1990s by a group of psy-
choanalytic researchers and clinicians. The first 
manual was published in 1996 and quickly 
spread both in the clinical-practical field and in 
psychodynamically oriented research in Ger-
man speaking countries. The manual for the 
second version (OPD-2) was published in 2006 
and is now in its third edition. OPD-2 has been 
translated into several languages: English, 
Spanish, Italian, French, Portuguese, Turkish, 
Czech, Hungarian, Romanian, Russian, and 
Chinese.

In addition to the central OPD manual and 
numerous research studies (including empirical 
validation), other supplementary writings have 
been published, such as OPD for substance 
abuse disorders, trauma-related disorders, and 
OPD in psychotherapy applications.

A working group of child and adolescent psy-
chiatrists, child and adolescent psychotherapists, 
and developmental psychologists published a 
manual for Operationalized Psychodynamic Di-
agnosis in Childhood and Adolescence (OPD-KJ) 
in 2000, which is available in a second version in 
English (OPD-CA-2 Task Force, 2017).

Meanwhile, OPD represents a widely accept-
ed standard in psychodynamic diagnostics for 
both clinical practice and research. It has also 
found a permanent place in psychodynamic/
psychoanalytic training institutes. It is expect-

ed that OPD is to be taught in the new Psycho-
therapy Master’s programs in Clinical Psychol-
ogy, in Germany. This success story is partly 
due to a significant advantage that OPD has 
over other interview-based diagnostic systems: 
The OPD interview is conducted like a normal 
clinical conversation; it is not a structured inter-
view where every question is pre-formulated 
and must be asked exactly as written to reliably 
assess the OPD axes. The OPD is therefore suit-
able for psychodynamic research and can be 
seamlessly integrated into any practice and clin-
ical routine for accurate indication and treat-
ment planning. As with the previous versions, a 
large group of psychodynamically oriented psy-
chotherapists and researchers from the fields of 
psychoanalysis and psychodynamic psychother-
apy, psychosomatic medicine, and psychiatry 
collaborated on OPD-3. This collaboration took 
place over many years, striving for innovations 
and the provisionally “best” result. We believe 
that the OPD-3 represents another significant 
step forward: The stronger dimensionalization 
has made the instrument even more suitable for 
research, and the stronger linkage of the axes 
allows a better representation of the clinically 
significant complexity of psychological process-
es. During the revision process, the OPD Work-
ing Group, and other groups, suffered a severe 
and unexpected loss: Manfred Cierpka passed 
away in December 2017. He had led the OPD 
Working Group for many years as a key initiator 
and spokesperson with wisdom, determination, 
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and foresight. The OPD Working Group is a fair-
ly heterogeneous group, quite contentious and 
conflict-prone. It is largely thanks to Manfred 
Cierpka that this diverse group has been so pro-
ductive and has repeatedly come together over 
the years. We will strive to develop the work fur-
ther and continue with the OPD in this spirit.

Cord Benecke†, Kassel
Speaker of OPD Task Force
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1	 Introduction and Theoretical 
Background

Psychodynamic diagnosis has a reputation of 
being unreliable, which is related to the high 
level of abstraction and complexity inherent to 
the underlying psychoanalytic concepts. Prior 
research has demonstrated that the diagnostic 
process, for instance is guided by strong stereo-
types (Blaser, 1977), therapist personality play a 
role (Rudolf & Stille, 1984), or the inclusion of 
additional information can significantly impact 
diagnostic outcomes (e.g., Langer & Abelson, 
1974).

In contemporary psychodynamic literature a 
differentiation of personality and the classifica-
tion of mental disorders continue to be based on 
drive theory, with the incorporation of additional 
theoretical frameworks from ego psychology, 
object relations, and self-psychology (Shapiro, 
1991). In the clinical context, these constructs 
are employed to elucidate psychological func-
tions and their associated disorders. During the 
initial interview, for example, psychotherapists 
utilize these conceptual frameworks to organize 
the case history in order to shed light on the in-
terrelationships between the patient’s symp-
toms and disturbances in their emotional and 
cognitive development. A psychodynamic diag-
nosis is derived from the material reported by 
the patient and the observations and perceptions 
of the psychotherapist within their interaction. 
The differentiated assessment of transference/
countertransference, conflict, and structural 
characteristics enables individualization in this 
process (Schüßler, 2002) and offers the advan-
tage of describing patterns of patients and iden-
tifying information that guides action, such as 
that relevant for differential indication (cf. 

Rudolf et al., 1996). It should be noted that the 
determination of indication must also be consid-
ered a highly intersubjective process (Döll-
Hentschker et al., 2006).

Nevertheless, this form of diagnosis is not 
without its own set of disadvantages: The diag-
nostic statements of analytical psychotherapists 
may be perceived by some critics as diagnoses for-
mulated in “artistic freedom” (cf. Rudolf, 2001), 
which can impede the scientific discourse. For 
this reason, several instruments have been devel-
oped in recent years in parallel to the OPD – to op-
erationalize psychoanalytic concepts (for over-
view see Section 1.1). Since 1996, the Manual for 
Operationalized Psychodynamic Diagnosis 
(OPD) by the OPD Task Force (1996; in the 
second version OPD-2 from 2008) has been avail-
able. The Manual presents three central psy
chodynamic axes “Interpersonal Relations,” 
“Conflict,” and “Structure.” The OPD system al-
lows for the formulation of clinically relevant and 
precise diagnoses that meet overall satisfactory 
quality criteria (see Section  1.3). The present 
OPD-3 represents a further development and re-
finement of both the diagnostic and therapeutic 
perspectives.

A further motivation for the formation of the 
OPD Task Force was with the recognition of 
shortcomings in the existing descriptive classi-
fication systems (DSM-III, -IV, and ICD-10). 
These systems offer limited guidance for psy-
chotherapists with a psychodynamic orienta-
tion. They not only abandoned the concept of 
neurosis, but also adhered predominantly to 
phenomenological and biological concepts, 
which neglected the validity of diagnostic cate-
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gories in favor of reliability (Schneider & Hoff-
mann, 1992). A diagnosis that is exclusively de-
scriptive and symptom-centered provides the 
clinician with limited guidance for determining 
indications and for conducting psychotherapy. 
For instance, psychodynamically oriented ther-
apists are deficient in statements regarding in-
trapsychic and interpersonal conflicts, the 
structural level, or the subjective illness con-
cepts. With the assistance of these they estab-
lish a connection between symptomatology, the 
triggering conflicts, the patient’s dysfunctional 
relationships, and their life history in the broad-
est sense, and therefore derive a concrete treat-
ment strategy.

Consequently, the development of new psy-
chiatric classification systems highlighted the 
necessity for a more unified instrument that 
would also consider other diagnostically relevant 
levels. In light of these considerations, an opera-
tionalized psychodynamic diagnosis should aim 
to capture and encompass observation-based 
psychodynamic constructs as an additional com-
ponent to phenomenological diagnostics.

In the early 1990s, the OPD Task Force was 
founded by a group of psychoanalysts, psycho-
somatic clinicians, and psychiatrists in Germa-
ny. The objective of this task force is to expand 
the symptomatically descriptive classification 
of mental disorders to include fundamental psy-
chodynamic dimensions.

The OPD Task Force developed a diagnostic 
inventory and provided a manual (OPD-1, pub-
lished in 1996; a revised version, OPD-2, fol-
lowed in 2008) for training and clinical applica-
tion. The multiaxial psychodynamic diagnosis 
was based on five axes, as follows:
Axis I:	 Mental Disorders, Experience of Ill-

ness, and Prerequisites for Treatment
Axis II:	 Interpersonal Relations
Axis III:	 Conflict
Axis IV:	 Structure
Axis V:	 Mental and Psychosomatic Disorders 

according to ICD-10

In the OPD-3, the classificatory diagnoses (for-
merly designated as Axis V in OPD-1 and 
OPD-2) have been eliminated from their own 
axis and are now recorded at the beginning of 
Axis I. Additionally, it was deemed inappropri-
ate to categorize ICD or DSM as a sub-aspect of 
OPD. Nevertheless, it is evident that syndromal 
diagnostics remain a fundamental aspect of the 
diagnostic process. Accordingly, it is now situ-
ated before the entirety of the OPD. The OPD 
axes then serve to elucidate the etiology of the 
symptomatology. 

Following an initial interview of between one 
and two hours of duration, the clinician (or an 
external observer) is then able to assess the pa-
tient’s psychodynamics based on the OPD cat-
egories and record this assessment in the eval-
uation forms. The use of an interview guideline 
facilitates the acquisition of information perti-
nent to the diagnostic process within the OPD 
framework. In contrast to other diagnostic sys-
tems, such as the Structured Interview for Per-
sonality Organization (STIPO, German abbre-
viation for “Strukturiertes Interview zur 
Persönlichkeitsorganisation”), Scales of Psy-
chological Competencies (SPK, German abbre-
viation for “Skalen Psychischer Kompeten-
zen”), Reflective Functioning (RF), which 
necessitate a highly structured and standard-
ized interview format, the OPD interview 
guideline is designed to be flexible, allowing for 
the conduct of the interview in a manner that 
closely resembles a typical open psychodynam-
ic interview. This better enables the OPD to be 
employed in non-research settings and renders 
it considerably more practice-oriented than nu-
merous other instruments.

As a foundational premise for the develop-
ment of the OPD, it was established that a clin-
ically relevant psychodynamically oriented in-
strument should be created, taking into account 
and adapting existing approaches. This instru-
ment should be sufficiently abstract to facilitate 
its use while remaining situated between pure 
behavioral description and pure metapsycho-
logical conceptualization.
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arately. A systematic recording of (dysfunction-
al) relationship patterns is not found in the in-
struments mentioned above, this has been 
operationalized and made assessable in sepa-
rate concepts, such as the Cyclic Maladaptive 
Pattern (CMP, Strupp & Binder, 1984) in combi-
nation with the Structural Analysis of Social Be-
havior (SASB, Benjamin, 1974) for psychody-
namic psychotherapy (see also Tress, 1993; 
Benjamin, 1993). The OPD devotes a separate 
axis to this clinically important level: Axis II (In-
terpersonal Relations).

1.2	 The Concept of 
Operationalized Psychodynamic 
Diagnosis (OPD)

The OPD-3 consists of four psychodynamic 
axes:
I. Mental Disorders, Experience of Illness,

and Prerequisites for Treatment
II.	 Interpersonal Relations
III. Conflict
IV. Structure

The four axes are based on a psychodynamic 
understanding derived from psychoanalytic 
theories. We assume that the essential determi-
nations in these four axes correspond to under-
lying concepts (personality structure, intrapsy-
chic conflict, transference, defense, resistance), 
and that conclusions at the level of the uncon-
scious are drawn only with caution and with ref-
erence to the given operationalizations.

Why these axes?
For Axis I, the Mental Disorders, Experience of 

Illness, and Prerequisites for Treatment, the obvi-
ous practical relevance of the categories (rather 
borrowed from cognitive psychology) spoke in 
favor: Patients must be “met where they are and 
where they expect to be” – that is, in terms of 
symptomatology and expectations of therapy. 
The focus here is less on illness behavior and 
more on elements of experience, motivation, 
and available resources and obstacles. These 

levels are well researched in psychology and rel-
atively easy to operationalize.

Axis II, Interpersonal Relations is partly root-
ed in psychodynamic diagnostics, which is al-
ways also relationship diagnostics, and which 
gives crucial weight to the interplay of transfer-
ence and countertransference. This axis does 
not prescribe ideal-typical constellations or pat-
terns (unlike Axis III and IV) but provides a cat-
egory system of observation-based behaviors 
with multiple possibilities of combinations. Al-
though the axis is designed in analogy to inter-
personal circle models (particularly the SASB, 
Benjamin, 1974; Tress, 1993), it clearly goes be-
yond them by explicitly capturing countertrans-
ference aspects and linking them to the pa-
tients’ experiences.

Axis III, Conflict asserts to the implementa-
tion of a fundamental tenet of piece of tradi-
tional psychoanalytic diagnostics, the pivotal 
role of internalized conflicts. The conceptual-
ization of conflicts is anchored in universal mo-
tivational systems. Seven conflicts are delineat-
ed, each with a passive and an active coping 
mode. Here, life-determining, internalized con-
flicts are juxtaposed with more current, exter-
nally determined conflictual situations. The 
resolution of such an internalized conflict can 
be defined as a treatment goal.

Axis IV, Structure represents qualities or de-
ficiencies in psychic functioning. The structur-
al functions can be understood as fundamental 
psychic abilities. Such functions include, for ex-
ample, the capacity for internal and external 
differentiation, the ability to perceive and reg-
ulate one’s mental states and so forth. The avail-
ability of these structural functions has a signif-
icant impact on the manifestations and ways of 
dealing with internal and external conflicts. The 
assessment of the structural axis has a decisive 
influence on the determination of the indica-
tion.

Upon examination of the axes, it becomes 
evident that they exhibit some degree of con-
tent overlap or are to be perceived as being in 
closely related interaction with one another. 
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2	 Axis I: Mental Disorders, 
Experience of Illness, 
and Prerequisites for Treatment

2.1	 Summarized Presentation 
of Axis I

As an initial step for psychodynamic diagnos-
tics, Axis I comprises the assessment of the 
mental disorders, the current subjective experi-
ence of illness and the prerequisites for psycho-
therapy.

For the indication and implementation of 
psychotherapeutic or psychiatric/psychosomat-
ic treatment, the type of symptoms, the exter-
nally assessed severity of the disorder, and the 
patient’s subjective experience of illness and 
treatment prerequisites are crucial.

This is an external assessment, i.e., an objec-
tive evaluation of the subjective information 
provided by the patient. Descriptive diagnostics 
according to ICD-10/1 or DSM-5, previously de-
picted in Axis V of the OPD, are integrated into 
Axis I in the present version to emphasize the 
necessity of accurately capturing psychopatho-
logical phenomena. Patients seek help due to 
complaints and symptoms, and these should be 
systematically recorded. The course and sever-
ity of the mental and/or somatic disorder, along 
with their consequences, are also assessed. Fur-
thermore, subjective illness concepts and sub-
jective change and treatment concepts are in-
terrelated and influence each other mutually. 
These include a somatic illness concept, an ex-
ternal oriented illness concept with emphasis 
on social and/or alternative dimensions. Fur-

thermore, an internal illness concept captures 
the extent to which the patient acknowledges 
mental and interpersonal aspects in the devel-
opment of their disorder.

These subjective illness concepts lead to sub-
jective change concepts, which essentially drive 
the motivation concerning the chosen treat-
ment. The assessment and consideration of 
these areas of motivation must be taken into ac-
count before treatment and during subsequent 
therapy as they influence compliance/adher-
ence. The change resources include the level of 
distress and coping resources, current psycho-
social support, and openness to a psychosocial 
genesis of the complaints and problems.

External and internal impediments to change 
can oppose treatment, both in outpatient and in-
patient settings. These include fears of negative 
social consequences. Internal impediments to 
change and treatment are described as con-
scious and unconscious resistance phenomena 
against change and treatment. Additionally, a 
distinction is made between primary and sec-
ondary gain from illness.

If there is an indication for the application of 
a psychotherapeutic procedure and sufficient 
motivation for its implementation/realization, 
it is helpful to understand what therapeutic ac-
tivities the patient expects to achieve their goal: 
The primary focus is usually the desire to re-
duce psycho/somatic symptoms. Additionally, 
many patients find it important to understand 
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Level Feature expressions Anchor examples

Level 2
Moderately 
present

This level is chosen when the 
patient can identify external 
factors as causes for their 
complaints, but these do not 
stand out prominently or are 
accompanied by uncertainty, 
and/or the patient fluctuates 
in the certainty regarding 
external social stressors.

Example 1: A patient, besides recognizing his biological 
vulnerability for recurrent depression, can also identify 
external factors as equally significant. He suspects that the 
current depressive episode may have been triggered by his 
separation from his wife and moving out of their shared 
home.

Example 2: A patient is not yet sure about her illness 
concept. With the help of the examiner, social-external 
factors (e.g., job loss) can be identified and acknowledged. 
However, she remains uncertain about their significance.

Level 4
Very highly 
present

This level is chosen when the 
patient is confident that 
external social factors have 
caused their illness. It is 
without doubt for them that 
other people or “circumstances” 
are to blame for their illness.

Example 1: A patient reports complete chronic exhaustion 
that developed since the imminent bankruptcy of his 
company. Since employees were laid off, his supervisor has 
been giving him more work, which can only be managed 
with a 13-hour workday. This is the cause of his illness.

Example 2: A 50-year-old patient shamefully reports 
physical abuse by a family member during her childhood 
and adolescence, which only ended after her suicide 
attempt at the age of 17 and blames her parents for the 
fact that she cannot sustain a lasting partnership.

Alternative Illness Concepts

This feature/item/symptom covers the extent 
to which the patient currently has a subjective 
understanding of their illness that focuses on al-
ternative disease concepts. The term “alterna-
tive” refers to ideas of the patient that cannot be 
assigned to either a somatogenic, a sociogene-
tic or a psychogenetic understanding of illness. 
In the patient’s description of their complaints, 
the causes of their illness, and their treatment 
ideas, it becomes clear that they attribute their 
suffering to such alternative reasons. Patients 
may develop a variety of alternative disease 
concepts, such as esoteric concepts (“moon 
phases”) or magical-fatalistic beliefs (“fate,” 
“bewitched”), often accompanied by pro-
nounced self-neglect and resignation: “There’s 
nothing I can do!” (Table 8).

2.6.3	 Intrapsychic Illness Concept

This feature/item/symptom maps the extent to 
which the patient currently has a subjective un-
derstanding of their illness that focuses on their 
own mental and interpersonal aspects. The aim 
is to determine the extent to which the patient 
recognizes their complaints (e.g., depression, 
anxiety, sleep disturbances, pain) and problems 
(e.g., emotional conflicts, interpersonal con-
flicts) in relation to their own intrapsychic expe-
rience and interpersonal behavior. The causes of 
the complaints and problems are located within 
themselves, their own experiences and behavior, 
not externally. Although a patient may report 
that external social factors (e.g., marriage, child-
birth, workplace restructuring, retirement) have 
served as triggers, they view the illness as rooted 
in their inadequate internal emotional and cog-
nitive handling of these external social factors. 
Regardless of external triggers, the patient attri-
butes their disorder to their own interpersonal 
vulnerability: “Others wouldn’t have problems in 
this situation; I get sick because I can’t handle …” 
(Table 9).

Table 7.	 Symptom level scores and anchor descriptions for the socially oriented illness concept (continued)
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3	 Axis II: Interpersonal Relations

3.1	 Summarized Presentation 
of Axis II

Disturbances in interpersonal relationships oc-
cur in many mental disorders. Since these im-
pairments often have repetitive relationship 
patterns, their identification is crucial for psy-
chotherapy. This is particularly important be-
cause such relationship patterns often shape the 
therapeutic contact from the beginning and be-
come the subject of therapeutic work to varying 
degrees.

The goal of OPD relationship diagnosis is to 
identify the repetitive dysfunctional relation-
ship pattern of a patient as well as relevant as-
pects of transference and countertransference. 
Dysfunctional relationship patterns can be un-
derstood as specific interpersonal constella-
tions in which a patient’s behaviors intertwine 
with those of their interaction partners into a re-
petitive pattern. The procedure primarily focus-
es on the dysfunctional aspects of repetitive re-
lationship formations. These constellations can 
be described from the perspective of the pa-
tient’s experience and from the experience of 
others (their interaction partners); from each of 
these perspectives, both the behaviors of the pa-
tients and those of their interaction partners 
can be considered. These distinctions result in 
four analytical units called interpersonal perspec-
tives:
1.	 How the patient experiences others: This is 

about the relationship behavior that the pa-
tient repeatedly experiences and possibly 
complains about with their interaction part-
ners.

2.	 How the patient experiences themselves: 
The focus here is on the patient’s relational 
behavior. It describes the interpersonal be-
havior that the patient repeatedly experienc-
es and consistently portrays in their relation-
ship descriptions.

3.	 How others repeatedly experience the pa-
tient: This captures how others (including 
the examiner) repeatedly experience the pa-
tient. This perspective usually captures more 
than what the patients themselves can de-
scribe, i.e. also the unconscious aspects of 
their (difficult) relationship offer.

4.	 How others repeatedly experience them-
selves in relation to the patient: Here we re-
cord which reactions the patient induces in 
the other person in the sense of a role offer 
(unconsciously suggested response). This 
element corresponds to the procedure of 
psychoanalytic countertransference dia
gnostics (for comparison, see Mertens, 
2004a; Thomä & Kächele, 2006a)

These four interpersonal perspectives are 
“filled” based on the narratives of subjects or 
patients. The item lists shown below are used 
for this purpose. The item lists are available in 
two versions (see Figure 4 and Figure 5). The 
clinical version consists of the respective expe-
rience/behavior descriptions in a graded format 
(unremarkable, i.e., not clinically relevant, ac-
centuated, dysfunctional). Each item can be rat-
ed individually; however, in clinical practice, 
ratings may be limited to the most prominent 
items. The research version is identical to the 
clinical version in terms of item formulations. 
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Figure 2.	 Circumplex model of OPD-3 Axis II. Design by Ludwig Wendt.

17. Claim a lot of freedom or 
 independence (1)

Insist too much on independence (2)
Unfold (+)

18. Often resist (1)
Defy, constantly resist (2)

Submit (-)

31. Show little own needs (1)
Seem completely self-sufficient, 

do not require assistance (2)
Lean on (-)

32. Allow little contact (1)
Completely reject contact, 

withdraw (2)
Allow contact (-)

29. Accept little affection (1)
Close oneself off from affection (2)

Accept affection (-)

30. Be very cautious (1)
Distrust excessively, always be 

on guard (2)
Protect oneself (+)

27. Belittle oneself (1)
Devalue/hate oneself (2)

Assert oneself (-)

28. Often blame oneself (1)
Mostly take sole blame (2)

Acknowledge guilt (+)
25. Avoid independence (1)

Be completely independent (2)
Unfold (-)

26. Adapt a lot (1)
Completely give up, subordinate (2)

Submit (+)

23. Lean a lot, show neediness (1)
Cling, show helplessness (2)

Lean on (+)

24. Set few boundaries (1)
Not set boundaries, allow 

too much (2)
Allow contact (+)

21. Accept too much affection (1)
Love oneself in others’ affection (2)

Accept affection (+)

22. Protect little (1)
Put oneself in danger, not protect  

from aggression (2)
Protect oneself (-)

19. Assert a lot (1)
Constantly make oneself important, 

put in the center (2)
Assert oneself (+)

20. Rather reject guilt (1)
Not acknowledge own guilt a tall (2)

Acknowledge guilt (-)

1. Give a lot of freedom (1)
Just let go (2)

Give freedom (+)

2. Guide very little (1)
Not guide at all, avoid  

influencing (2)
Guide others (-)15. Deny help, abandon (1)

Completely neglect (2)
Care (-)

16. Make little contact (1)
Ignore others, completely overlook (2)

Make contact (-)

13. Show little affection (1)
Show no affection at all (2)

Show affection (-)

14. Meet angrily (1)
Threaten, attack, harm (2)

Show aggression (+)

11. Criticize a lot, question (1)
Devalue, humiliate (2)
Acknowledge others (-)

12. Blame, reproach (1)
Persecute with guilt accusations (2)

Hold responsible (+)
9. Interfere (1)

Constantly patronize (2)
Give freedom (-)

10. Guide or control a lot (1)
Constantly guide or control (2)

Guide others (+)

7. Care a lot (1)
Care excessively (2)

Care (+)

8. Be tactful, push (1)
Violate boundaries, be intrusive (2)

Make contact (+)

5. Overwhelm with affection (1)
Stalk with love (2)
Show affection (+)

6. Avoid conflicts, downplay (1)
Over-harmonize, ignore conflicts (2)

Show aggression (-)

3. Idealize (1)
Completely overestimate (2)

Acknowledge others (+)

4. Hold little accountable (1)
Completely excuse inappropriately (2)

Hold responsible (-)

Interpersonal behavior in relation to OTHERS

Interpersonal behavior in relation to SELF

OTHERS

SELF
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patient and respond interactively from their 
perspective. Since this can be challenging in 
practice, working with case vignettes on train-
ing or supervision videos might serve as a meth-
odological “bridge” to assess the countertrans-
ference behavior of the interviewer as a basis 
for the suggested relationship response. Prag-
matically, it often succeeds in examining one’s 
own experience, especially one’s own impulses 
for action, in the encounter with the patient (as 
a clinician or video viewer) and accounting for 
the impulses and feelings that the patient 
evokes in us. Finally, an attempt is made to align 
one’s own experience with the ideas about the 
experiences of others regarding the patients. If 
this is done coherently, the identification of 
characteristic features of the dysfunctional pat-
tern has likely succeeded. If not, further clarifi-
cation is necessary: the examiner must then 
check whether they have possibly overlooked 
important aspects of the patient’s relationship 
offer or in what specific way the patient distorts 
their relationships, so that the discrepancy can 
be explained as a result of such misperceptions.

The Interpersonal Perspectives

Dysfunctional relationship patterns are present-
ed as specific constellations of interpersonal be-
haviors a) of the patient and b) of the others 
(their objects). This applies to both experiential 
perspectives, so four interpersonal perspectives 
can be distinguished (Figure 3).

Patient’s experiential perspective:
•	 The patient repeatedly experiences others in 

such a way that they …
Here, the focus is on the behaviors of the ob-
jects towards the patients, as they are more 
or less consistently experienced and de-
scribed by the patients.

•	 The patient repeatedly experiences them-
selves in such a way that they (others or to-
wards others) …
Here, the focus is on the interpersonal expe-
rience and behavior of the patients them-
selves. Described are those behaviors that 
appear dominant and consistently effective 
in the self-experience of the patients. This 

Figure 3.	 The four interpersonal perspectives.

Perspective B: The experience of others (including the examiner)

Perspective A: The patient’s experience

Patient experiences themselves

Item no./Text
_________________________________________ 
_________________________________________
_________________________________________

Patient experiences others

Item no./Text
_________________________________________ 
_________________________________________
_________________________________________

Others experience themselves

Item no./Text
_________________________________________ 
_________________________________________
_________________________________________

Others experience the patient

Item no./Text
_________________________________________ 
_________________________________________
_________________________________________
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Figure 6.	 OPD-3 evaluation sheet Axis II: Dysfunctional relationship patterns; with the four interperson-
al perspectives, the relation between perspectives (curved arrows), and empty fields for relationship dy-
namic formulation.

Dysfunctional Relationship Pattern

How the patient 
experiences

others time and again:

How the patient 
reacts to this 

typically:

Which is the 
(unconscious) 

relational offer:

Which are typical 
answers elicited through 

the offer:

How is the patient 
experiencing the situation, if 

others answer as elicted:

How others experience
the patient

How others experience
themselves

P: P
How the patient 

experiences themselves

O: P

P: O

O: O

How the patient
experiences others
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4	 Axis III: Conflict

4.1	 Summarized Presentation 
of Axis III

Unconscious conflicts play a central role within 
psychodynamic understanding. Conflicts in-
volve the clash of opposing positions, the en-
counter of motives, desires, needs, values, and 
ideas. Beyond cognitive dissonances the con-
cept of conflicts introduced here addresses un-
conscious conflicts, which Freud described as 
the causal factor of neurosis.

What is at the basis of each conception of 
conflict is the question of psychodynamics 
(“What moves the soul”). For Freud, this was 
drive theory.

Advanced conflict psychology is based on 
psychodynamic motivation and emotion theo-
ry: Each conflict starts as an external one (i.e., 
rooted in an individual’s early life history) and 
becomes internalized over time. It is thus trans-
formed into an intrapsychic conflict theme, 
which can significantly and persistently influ-
ence mental processes. Conflicts represent a 
cognitive procedural-affective schema of the 
self and of the relationship with others, activat-
ed by external situational factors. The basic 
human needs (need for attachment, need for 
safety and control, need for autonomy or indi-
viduation, need for self-assertion and explora-
tion, need for sensual pleasure and sexual 
arousal, need for self-esteem and need for striv-
ing, need for identity and meaning in life) all 
find their way into the description of Conflicts 
as defined in the OPD:
C1	 Dependency vs. Individuation
C2	 Submission vs. Control

C3 	 In Need of Care vs. Self-Sufficiency
C4	 Self-Worth Conflict (Self-Worth vs. Object-

Worth)
C5	 Guilt Conflict (Prosocial Conscience vs. 

Self-Centered Motives)
C6	 Oedipal Conflict
C7	 Identity Conflict
C0	 Repressed Conflict and Emotion Aware-

ness

Conflicts C1–C7 follow the basic needs, while 
C0 describes the overarching repression/deni-
al of conflicts and associated affects rather than 
a motivational system. Conflicts are conceived 
and structured along the lines of three core ele-
ments: the desire (impulse), the associated sig-
nal anxiety, and the defense mechanism, which 
emerges over the course of a person’s life in a 
person’s life story as expressed through current 
problems and transference.

Identifying psychodynamic (unconscious) 
conflicts requires inductive and deductive ap-
proaches. Inductive means using observable 
phenomena, and recurrent patterns of living 
and behaving as starting points. Deductive in-
volves the patient’s efforts to adaptively/mal-
adaptively resolve conflicts in their life history. 
Along these lines, four central components for 
capturing the conflict theme are defined:
1.	 The repetitive (dys-)functional motivational 

pattern
2. Core and leading affects (with core affects

referring to affective states that are defend-
ed against, while leading affects are defined 
as the typical or frequently occurring, pri-
marily conscious affects, that are present
feelings in each conflict mode)
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both themselves and others, as a matter of 
course which typically is not given much thought.

If, because of specific life experiences, a mo-
tivational theme gains a particular inner-psy-
chic conflictual significance, then this theme is 
easily activated and mobilizes corresponding 
coping strategies (defenses). The way in which 
the conflictual-motivational theme or the con-
flict dynamics manifests itself in experience 
and behavior depends, on the one hand, on the 
(active or passive) coping mode, and on the oth-
er hand, on the fundamental level of structural 
integration of the person.

This conflict dynamic is presented in the 
field of tension of the respective motivational 
theme (in the following figure, Self-Worth) and 
on three levels (Figure 8): conflict tension (up-
per pole, well-integrated structure), neurotic 
conflict (moderately integrated structure), and 
conflict schema (lower structural level).

At a high level of structural integration, the 
respective theme is present and generates a no-
ticeable conflict tension, in that a somewhat ac-

centuated desire for recognition and apprecia-
tion becomes apparent, as well as a tendency 
toward slight arrogance (active mode) or ques-
tioning oneself (passive mode). However, these 
tendencies can be reflected on and regulated 
through intrapsychic processes, so they rarely 
lead to interpersonal problems or critical drops 
in self-worth. Clinically, this theme may be-
come relevant under significant stress, such as 
the loss of previous sources of gratification.

In the case of a neurotic conflict (at a moder-
ate level of structural integration), the self-
worth theme repeatedly dominates both inter-
nal and external experiences: the psyche 
constantly revolves around the “question of 
worth,” and this question permeates all areas of 
life and relationships. The modes (passive: 
self-devaluation and admiration of others; or 
active: self-aggrandizement and devaluation of 
others) shape experience and relationships and 
can be reflected on little or not at all. In a trig-
gering situation, the repetitive-dysfunctional 
conflict patterns of experience and behavior can 

Figure 8.	 Manifestations of the conflict dynamic “Self-Worth” at varying levels of structural integration.

Conflict tension

Somewhat accentuated desire for 
recognition and appreciation but can 
be regulated intrapsychically

Neurotic conflict

The need to regulate self-worth 
 characterizes life and the relationships

Conflict schema

Instability/change and/or extreme 
manifestation between grandiosity/
idealization/massive devaluation of 
self and others

High level 
of structural 
integration

Low level 
of structural 
 integration
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pressed in the active mode, or selfish aggres-
sion/aggressive (moralistic) self-accusations 
in the passive mode. In the passive mode, 
lead affects include (self-)blame, fear of pun-
ishment, and sadness. The fear of punish-
ment is unconsciously fueled by forbidden 
selfish impulses. In the active mode, guilt 
projection, anger (when blamed), and selfish 
greed are prominent.

3.	 Triggering Situations: Biographically, recur-
ring situations of temptation and deprivation 
related to prosocial and egoistic tendencies 
are expected, with strong socio-cultural in-
fluences (e.g., religious socialization vs. ex-
ploitative or “rising star” mentality). Trigger 
situations for psychological symptoms arise 
when the suppressed side is activated, and 
the usual defense fails. In the passive mode, 
this might also include situations that acti-
vate aggressive-egoistic tendencies to the 
point where they can no longer be sup-
pressed, resulting in heightened feelings of 
guilt. In active mode, situations in which 
egoistic tendencies fail can lead to increased 
exploitative behavior (up to disorder levels), 
or instances in which repressed guilt “seeps 
through.”

4.	 Transference and Countertransference Dy-
namics: In the passive mode, prosocial, 
self-blaming relationships (including toward 
the clinician) become evident, although un-
derlying egoistic guilt-avoidant tendencies 
may be present. In countertransference, 
compassion, overcautiousness, and efforts 
to counter the patient’s self-blame often 
emerge, sometimes mixed with aggressive 
impulses. In the active mode (guilt avoid-
ance), responsibility (guilt) is quickly project-
ed onto others (including the clinician), with 
predominantly aggressive-cynical defen-
siveness and justification. Countertransfer-
ence may include impulses to judge and con-
front the person quickly or wish them illness 
(punishment).

General Description of the Coping 
Modes of C5

Passive Mode

In the passive mode, feelings of guilt are ex-
perienced, the guilt is compensated for by 
self-generated or often only expected pun-
ishment and guilt. People tend to reproach 
themselves because they feel they have done 
too little or failed in their dealings with their 
group, institutions or society (church, God, 
etc.). Subtly perceptible egoistic tendencies 
are warded off and transformed into hyper-
sociality, e.g., by means of reaction forma-
tion. Moralistic aggression is more accessi-
ble to experience and is used towards people 
who do not share the same ideas, laws and 
rules, but “acting it out” usually also directly 
triggers feelings of guilt.

Active Mode

In active mode, feelings of guilt are warded 
off, e.g., denied or projected onto other peo-
ple. Egoistic tendencies determine behavior. 
Prosocial tendencies are warded off to be 
able to pursue one’s own benefit and advan-
tage to the point of boundless self-interest 
“regardless of guilt and responsibility.”

The selfish, irresponsible behavior triggers 
rejection in the other person.

Manifestations of the Conflict 
Guilt at Different Levels of Structural 
Integration

The theme of prosocial vs. egoistic tendencies 
manifests across different structural levels in a 
continuum with fluid transitions (Figure 13; Ta-
ble 30).

Conflict tension describes a flexible and 
adaptive expression of the desire for prosocial 
vs. egoistic tendencies, with a personal empha-
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mechanisms are possible, sometimes accompa-
nied by distortions of reality (see Section 4.4).

Differential Diagnosis of Conflict 
Dynamics Between Guilt and Other 
Conflicts

Self-interest and ego-centeredness must be dis-
tinguished from the experience of self-worth, 
which is involved in all conflicts. In some cul-
tures, in addition to feelings of guilt, prosocial 
vs. egoistic tendencies are also regulated by feel-
ings of shame to share the common laws and 
rules or to feel ashamed when this is violated. In 
our culture, these feelings of shame essentially 
occur in the “C4 self-esteem experience.”

Furthermore, it is important to differentiate 
between the guilt conflict and “C3 In Need of 
Care vs. Self-Sufficiency,” which is concerned 
with emotional care and security as a basic 
theme of human existence, but not with egois-

Table 30.	 Characteristics of C5 on various structural integration levels

Characteristics of C5 at different levels of structural integration 

C5: Characteristics of conflict tension

(A) Conflict tension in passive mode
In the balance between prosocial vs. egoistic 
tendencies, the desire for prosocial behavior 
predominates. This tendency can lead to a defense 
against egoistic motives. Feelings of guilt are easily 
triggered and activate reparation.

As a rule, however, there are no critical or persistent 
and clinically relevant episodes. In critical situations, 
however, guilt can certainly take on the character of 
suffering.

(A) Conflict tension in active mode
There is a predominance of self-centered self-
interest with a tendency to blame others for being 
free from remorse. Egoistic tendencies are easily 
activated but can also be withdrawn again 
depending on the situation, so that this does not 
usually lead to greater restrictions and interpersonal 
problems.

C5: Characteristics of the neurotic conflict

(B) Neurotic conflict in passive mode
In the neurotic passive mode, the relationship is 
characterized by strong prosocial behavior with a 
predominance of assumption of guilt and defense 
against egoistic motives.

Self-interest triggers feelings of guilt or is 
transformed into reactive prosociality. These 
people take on guilt in an exaggerated manner. The 
interactions are characterized by self-blame. In the 
countertransference, compassion can arise and the 
desire to work against the patient’s self-blame. If 
this fails, punitive-aggressive impulses can 
sometimes be felt.

(B) Neurotic conflict in active mode
When the active mode predominates, the 
relationship is characterized by egoistic-aggressive 
behavior, with a defense against prosocial mo-
tives and a predominant defense against guilt 
(either – or).

These people pursue their personal advantages 
selfishly and, if necessary, aggressively (“regardless 
of guilt and responsibility”). Feelings of guilt are 
warded off, denied and transferred to others. The 
behavior and experience serve to avoid fear and 
(unconscious) feelings of guilt.

In the transference or interaction, the other person is 
very quickly blamed. In the countertransference, 
impulses of condemnation and confrontation arise 
in the therapist. Sometimes there is also a tendency 
to feel guilty by proxy.

C5: Characteristics of the conflict schema

A pronounced instability/fluctuation depending on the situation and experience applies to the conflicts with 
a rather low level of structure, so that dysfunctional experience/behavior can appear both exaggerated and 
diffuse. As the different motivational systems can be addressed alternately and a conflict issue can fluctu-
ate between active and passive attempts to cope, the conflict issues can often only be recognized inciden-
tally. However, there are also rigid fixations of passive or active modes.

(C) Conflict schema in passive mode
The massive feelings of guilt, which are 
inappropriate to the situation/reality, occur even on 
insignificant, real or fantasized occasions and lead 
to destructive self-accusation. The inner value 
system (conscience, superego) is destructive but 
fragile and requires external stabilization. 
Internalized conscience values can replace each 
other. If this mode is rigid, self-punishing behavior 
usually manifests itself.

The destructive feeling of guilt can be completely 
hidden and switched off in other situations.

(C) Conflict pattern in active mode
There are excessively egotistical aspirations up to 
and including aggressive greed and exploitation 
(“Only me and everything for me!”). The experience of 
guilt is often completely suppressed (or not 
possible), so that behavior patterns that are harmful 
to others (but also self-harming) are frequent. The 
subjective values (conscience and superego) only 
follow the subjective benefit. If this mode is blocked, 
anti-social behavior usually manifests itself.

It can, albeit rarely, lead to the onset of violent or 
even self-destructive guilt behavior. This, in turn, is 
usually warded off by destructive behavior.

In people with a disintegrated structural level, even more extreme compensation mechanisms are possible, 
sometimes involving a reinterpretation of reality (see Section 4.4).
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5	 Axis IV: Structure

5.1	 Summarized Presentation 
of Axis IV

Structure represents the basic framework of 
personality – the more constant traits and re-
sponses, the intrapsychic and interpersonal 
competencies. It is less about individual color-
ing and more about the basic abilities and dis-
positions that usually provide regulatory func-
tions. Structure becomes visible in the way one 
deals with oneself, with relationships, and with 
the world, so that diagnostically relevant infor-
mation is found mostly in challenging situations 
(under stress) and mostly in the interpersonal 
realm (including the clinical examination it-
self). Axis IV comprises five dimensions, four of 
which are divided into sub-dimensions related 
to the self and objects/relationships, respective-
ly. Only the third dimension, “Defense,” spans 
both areas as it (almost) always combines intra-
psychic and interpersonal aspects.

The five dimensions are:
1. Perception
2. Regulation
3. Defense
4. Communication
5. Attachment

Each of the dimensions, except for defense, con-
tains 2 × 3 facets, with defense having 1 × 3, which 
are rated on a seven-point scale and represent the 
smallest units of the rating (a total of 27 facets in 
9 domains). The maturity or integration of the 
structure ranges from “good” (1) through “mod-
erate” (2) to “low” (3) and “disintegrated” (4). 
The OPD-3 structure rating allows for the capture 

of clinically relevant temporal variability (e.g., 
due to episodes of illness) as well as divergent 
structural levels in different areas of life (e.g., in 
psychosis or trauma-related disorders).

Axis IV is closely related to the new concep-
tions of personality function in DSM-5 (Ameri-
can Psychiatric Association, 2013) as well as the 
severity determination in personality disorders 
of ICD-11 (Blüml & Doering, 2021; Hörz-Sag-
stetter et al., 2021). This is not surprising, as the 
as the new alternative model for personality dis-
orders draw on psychoanalytic models of struc-
ture or personality organization. Thus, Axis IV 
can easily be used for personality diagnostics 
from a descriptive-phenomenological perspec-
tive, even though it conceptually and in terms 
of its content breadth goes far beyond that.

5.2	 What Is Structure?

5.2.1	 Definition

Structure encompasses the fundamental abili-
ties of personality to deal with oneself, relation-
ships, and others in a complex and appropriate 
manner. It does not capture the contents of ex-
periences, thoughts, and actions but their pre-
requisites. Structure can be developmentally 
impaired, which forms the basis for a variety of 
mental disorders, known as structural disor-
ders, and is of utmost importance for personal-
ity disorders. Structural disorders can occur in 
a variety of mental disorders; conversely, a 
well-integrated structure is a protective factor 
for mental health.
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Table 41.	 Overview of the dimensions and facets of structure

Self Object/relationships

Self-perception Object perception

ST1.1	 Self-reflection ST1.4	 Self-object differentiation

ST1.2	 Affect differentiation ST1.5	 Object related affect differentiation

ST1.3	 Identity ST1.6	 Integrated object perception

Self-regulation Relationship regulation

ST2.1	 Impulse control ST2.4	 Protecting relationships

ST2.2	 Affect tolerance ST2.5	 Anticipation

ST2.3	 Self-esteem regulation ST2.6	 Balancing of interests

Defense

ST3.1 Living and experiencing possibilities

ST3.2 Interpersonal impact

ST3.3 Mechanisms

Internal communication Communication with the external world

ST4.1	 Experience of affects and fantasies ST4.4	 Making emotional contact

ST4.2	 Experience of joy ST4.5	 Intimacy

ST4.3	 Bodily self ST4.6	 Empathy

Attachment to internal objects Attachment to external objects

ST5.1	 Internalization ST5.4	 Ability to form attachments

ST5.2	 Use of introjects ST5.5	 Trust

ST5.3	 Variability ST5.6	 Ability to separate

Note. ST = structure.

one pole into the unconscious and thus with-
drawing it from life and ongoing consciousness. 
Relationship behavior is usually characterized 
by defense mechanisms (moderately integrat-
ed level) or is a direct expression of defense 
(low/disintegrated level). Of course, the experi-
ence of illness and expectations of treatment 
are also shaped by defense mechanisms. Thus, 
defense essentially influences and shapes all 
axes of the OPD-3. This omnipresence of de-
fense and the fact that it is so difficult to objec-
tify because it is never seen directly, but only its 
results, can be seen as the reason for the tradi-
tionally volatile fate of the operationalization of 
defense. In OPD itself, it was a distinct structur-
al dimension in OPD-1, then seemingly disap-
peared from OPD-2, only to reappear implicit-
ly in individual structural facets – most 

prominently in the “Protecting relationships” 
facet, where it at least appeared in parentheses. 
It has now returned to OPD-3 as its own dimen-
sion and, as in OPD-1, is ranked third among the 
dimensions. Defense mechanisms have had a 
similar fate in the DSM: they were included in 
DSM-IV as the “Defense Mechanisms and Cop-
ing Styles Scale” in the Appendix for further re-
search but are absent in DSM-5 because this 
scale was barely researched and did not make it 
into the “Personality Functioning Scale.” OPD-
3 now gives defense as a central ego function a 
place as its own dimension on Axis IV, recogniz-
ing that defense is more than just a structural 
feature. It has deliberately not been assigned to 
another structural dimension as a separate fac-
et, as it permeates all structural dimensions. It 
is strategically located in the middle of Axis IV, 
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