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Abstract: The International Classification of Diseases and Related Health Problems, 11th Revision
introduced a fully dimensional approach to personality disorders which conceptionally converges
with the long-standing psychodynamic understanding of psychopathology through underlying intra-
and interpersonal impairments. In this study, the diagnostic contributions of the two psychodynamic
concepts of personality structure and psychodynamic conflicts were investigated through the com-
parison of self-report data of 189 adolescents with mental health problems and 321 mentally healthy
controls. The study results reveal that adolescents with mental health problems show significantly
higher impairments in all four domains of personality structure and significantly higher levels of
several psychodynamic conflicts. Further, adolescents with different mental health problems signifi-
cantly differ regarding the impairments in the personality structure domains and several levels of
psychodynamic conflicts. While higher structural impairments are shown in adolescents with eating
and anxiety disorders, higher levels of the passive self-worth conflict persist in adolescents with
depressive disorders, and higher levels of the passive identity conflict are affecting adolescents with
eating disorders. The findings suggest that a standardized diagnostic assessment of personality struc-
ture and psychodynamic conflicts in adolescent patients could contribute to a deeper understanding
of mental health problems and appropriate treatment planning through the detection of underlying
intra- and interpersonal impairments.

Keywords: adolescence; mental health; personality functioning; psychodynamic diagnostic; person-
ality structure; psychodynamic conflicts

1. Introduction

According to the current state of research, mental health problems affect up to 31%
of adolescents worldwide [1]. Furthermore, the onset of adolescence is associated with an
increased risk of developing persisting mental disorders [2,3]. At the same time, there is
strong heterogeneity in the course of diseases with changing symptoms, remissions, and
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new manifestations [4]. Therefore, current symptoms of adolescents can only be understood
as a temporary expression of the development—they can remain, disappear, or change,
making it difficult to derive individual prognoses. From a clinical point of view, next to the
diagnostic assessment of symptomatic manifestations, knowledge about underlying and
enduring intra- and interpersonal problems of adolescent patients is, therefore, decisive for
deriving appropriate and long-term effective psychotherapeutic interventions [5,6].

Taking into account the need for more precise, time-stable, and prognostically relevant
diagnosis, the 11th version of the International Statistical Classification of Diseases and
Related Health Problems (ICD-11) [7] recently introduced a shift from a categorical to a fully
dimensional understanding of personality disorders and adopted a lifespan perspective.
Even if the dimensional, holistic, and developmental detection of impairments in the
areas of self and interpersonal functioning appears new to the ICD-11 [7], the profound
understanding of psychopathology through continuously distributed, early-developed,
and temporally persistent intra- and interpersonal impairments is known as a key aspect of
the long-standing psychodynamic approach [8].

In the psychodynamic practice, especially, two concepts are viewed as biographically
acquired and persisting predispositions for mental health problems, and have been opera-
tionalized within the Operationalized Psychodynamic Diagnostics in Childhood and Adolescence
(OPD-CA) [9]: personality structure and psychodynamic conflicts.

The personality structure represents basic mental functions that are mainly developed
in the earliest experiences of infants and children with their primary attachment figures [9].
The emotional resonance and closeness as well as the opportunities for self-determination
and identity formation experienced in the first months of life up to middle childhood enable
the maturation of the psyches’ ability to regulate the self and its relationships to internal
and external objects, which constitutes the personality structure [10,11]. The OPD-CA [9]
distinguishes four overarching domains of personality structure (see Table 1). Previous stud-
ies revealed that impairments in personality structure are higher in children and adolescents
with externalizing disorders [12] and have a mediating effect on the associations between child
maltreatment and the development of psychopathology in the lifespan [13,14]. Furthermore,
the concept of personality structure is considered a clinically useful measure for Criterion A
(level of personality functioning) in the Alternative Model of Personality Disorders (AMPD)
of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) [15], and the severity
of problems in personality functioning in the ICD-11 [7,8,16,17].

Table 1. Domains of personality structure according to the OPD-CA [9].

Domain Definition

Attachment
Ability to bond through an inner working model of
differentiated and networked inner and outer objects
that provides security.

Identity Ability to perceive oneself and others in a
differentiated and time-stable manner.

Interpersonality
Emotional ability to communicate with the external
and internal world and to form and establish
appropriate relationships.

Control Ability to regulate and buffer negative feelings, such
as displeasure, anger, depression, or listlessness.

On the basis of the early-acquired personality structure, children go through various
developmental tasks from middle childhood to early adolescence, which can lead to so-
called psychodynamic conflicts and represent a further important disorder disposition [18].
A psychodynamic conflict is defined as a non-integrated, temporally persistent, contradic-
tory perspective of experience and action [9]. The OPD-CA [9] differentiates seven basic
psychodynamic conflicts (see Table 2). Psychodynamic conflicts are unconscious and, there-
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fore, not directly measurable, but can be derived from the modes of coping with them. The
mode of coping with a psychodynamic conflict shows up in the experience and behavioral
patterns and can be either active, which means over-compensated and object-related, or
passive, which means regressive and self-related [9]. Previous empirical investigations
have shown that psychodynamic conflicts occur to a much larger extent in adolescents with
mental health problems than in mentally healthy adolescents [19]. In addition, differences
between the psychodynamic conflicts of adolescents with internalizing and externalizing
disorders [12] and between adolescents in inpatient and outpatient treatment [20] were
discovered.

Table 2. Psychodynamic conflicts according to the OPD-CA [9].

Conflict Definition

Conflict of closeness versus distance
(C1)

Conflict between the desire for dependency and
intense closeness in relationships (passive mode)
and the pursuit of pronounced emotional
independence and fear of closeness (active mode).

Conflict of submission versus control (C2)

Conflict between the tendency to constantly adapt,
subordinate, and submit (passive mode), and the
desire to rebel, be dominant, and be
defiant-aggressive against obligations (active mode).

Conflict of taking care of oneself versus
being cared for (C3)

Conflict between the desire for care, security, and the
associated dependency in relationships (passive
mode), and the defense of the need for care through
self-sufficiency and sacrifice for others (active mode).

Conflict of self-worth
(C4)

Conflictual self-esteem experience, which leads to a
low self-image and experience of inferiority (passive
mode) or to a forced self-confidence and the
devaluation of others (active mode).

Guilt conflict (C5)

Conflictual experience of responsibility and guilt,
which leads to increased self-reproach and excessive
loyalty (passive mode) or to a lack of awareness of
guilt and excessive accusation of others (active
mode).

Oedipal conflict (C6)

Conflictual experience of one’s own gender role and
sexuality, which means that eroticism and sexuality
cannot be perceived (passive mode) or are
overemphasized and determine all areas of life
(active mode).

Identity conflict (C7)

Conflictual experience of identity, which leads to
disorientation and perplexity (passive mode) or
quickly adopted and changing identifications (active
mode).

In terms of the already mentioned ongoing need for precise, personalized, and prog-
nostically relevant diagnostics beyond symptomatic manifestations, recently addressed
in the new dimensional understanding of personality pathology in the ICD-11 [7], the
concepts of personality structure and psychodynamic conflicts have become widely es-
tablished in the psychiatric and psychotherapeutic practice [21,22]. However, there is a
lack of controlled empirical research on personality structure and psychodynamic conflicts
concerning different mental health problems in the specific life stage of adolescence as a
decisive phase for the early detection and treatment of mental disorders [23,24]. The above-
mentioned previous studies have mainly examined either the personality structure or
psychodynamic conflicts in selected clinical groups and most of them through interview-
based observer ratings, although there is evidence that self-reports of psychodynamic
constructs may contribute somewhat different information [25]. Therefore, in the present
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study, self-report instruments were used to examine both the personality structure and
psychodynamic conflicts of adolescents with varying mental health problems and mentally
healthy controls.

2. Materials and Methods
2.1. Sample

The total study sample consisted of N = 510 participants. About one third (n = 189)
were adolescents with mental health problems (Mage = 17.9; SD = 1.8; 67% female, 31% male,
and 2% diverse sex) and two-thirds (n = 321) were mentally healthy controls (Mage = 17.1;
SD = 2.2; 58% female, 41% male, and 1% diverse sex). The participants were recruited
between June 2019 and January 2022 through outpatient clinical facilities and educational
institutions in Germany. In order to meet the minimum age requirements for the valid
measurement of psychodynamic concepts through self-reports [9], the inclusion criterion
for both subsamples was an age of participants between 14 and 21 years. Only adolescents
who met the diagnostic criteria for at least one syndrome of a mental disorder according
to the Patient Health Questionnaire (PHQ-D) [26] were included in the group of partici-
pants with mental health problems. The absence of psychopathological syndromes was a
criterion for the inclusion in the control group. Through the syndromic-oriented diagnostic
assessment, adolescents with mental health problems could be assigned into five subgroups
of depressive (n = 65), alcohol use (n = 53), somatoform (n = 29), anxiety (n = 25), and
eating (n = 17) disorder syndromes. Because some participants had multiple mental health
syndromes or at least one comorbid mental health syndrome, participants were allocated
to the subgroup based on the syndrome with the greatest severity (detailed criteria for
determining the main syndrome are explained in the measures section).

2.2. Measures

The OPD-CA2 Structure Questionnaire (OPD-CA2-SQ) [27] was constructed for the
self-assessment of the personality structure according to the OPD-CA [9]: 81 items measure
impairments on the four domains of personality structure. The items are rated on a five-
point scale from no (0) to yes (4). The overall mean score of all items represents the general
level of personality structure (“structural functioning”). Higher scores represent higher
rates of impairments and, thus, lower levels of structural functioning. In contrast to the
scoring guidelines of the original authors, we used mean scores built from the raw scale
scores for our calculations. In concordance with previous psychometric investigations [16],
a very high reliability of the overall scale (McDonald’s ω = 0.97) and high-to-very-high
reliabilities of the sub-dimensions attachment (McDonald’sω = 0.87), identity (McDonald’s
ω = 0.91), interpersonality (McDonald’sω = 0.91), and control (McDonald’sω = 0.90) could
be confirmed in the present sample.

The OPD-CA Conflict Questionnaire (OPD-CA-CQ) [28] was developed according to
the conflict axis of the OPD-CA [9] and can be used to identify the active and passive modes
of coping with the seven psychodynamic conflicts. The self-report questionnaire consists
of 28 items that are rated on a five-point scale from no (0) to yes (4). Initial psychometric
investigations indicated inconsistent reliabilities of some subscales [29]. Due to the two-item
scale mode of the questionnaire, Spearman–Brown was used as the reliability criterion [30].
Subscales were considered in the data analysis if the reliability coefficients were above
0.50 [31]. Seven subscales were excluded from the analyses due to Spearman–Brown
coefficients below 0.50: conflict of closeness versus distance in passive (0.34) and active
mode (0.28), conflict of submission versus control in passive (−0.05) and active mode (0.32),
conflict of taking care of oneself versus being cared for in passive mode (−0.19), oedipal
conflict in passive mode (0.25), and identity conflict in active mode (0.48). The following
seven subscales turned out to be sufficiently reliable: conflict of taking care of oneself versus
being cared for in active mode (0.51), conflict of self-worth in active (0.56) and passive
mode (0.69), guilt conflict in active (0.53) and passive mode (0.74), oedipal conflict in active
mode (0.66), and identity conflict in passive mode (0.79).
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The PHQ-D [26] is designed to screen most common mental disorders on syndrome
levels: 58 items measure 16 diseases in five different categories (somatoform, depressive,
anxiety, eating, and alcohol use disorders). In addition to categorical diagnosis, an evalu-
ation of the severity of syndromes can be conducted by calculating the scale sum scores.
If more than one syndrome was present in a participant, individual severity scales were
compared with each other. The syndrome with the greatest severity was defined as the main
syndrome and participants were allocated into subgroups based on the main syndrome.
Previous psychometric investigations indicated excellent internal consistencies [32]. In the
present sample, acceptable-to-good reliabilities were found for the somatoform syndromes
scale (McDonald’sω = 0.79) and depressive syndromes scale (McDonald’sω = 0.88). For
the other diagnostic scales, the calculation of internal consistencies is considered useless, as
these are primarily evaluated categorically and with specified jump rules [32].

2.3. Data Analyses

The statistical analyses were carried out using IBM SPSS, version 25. The significance
level for all statistical tests was set at α = 0.05. Descriptive statistics were determined for all
psychodynamic constructs for each study group.

In the first part of data analysis, adolescents with and without mental health problems
were compared. Differences in potentially confounding sociodemographic variables (sex,
socioeconomic conditions, and age) between adolescents with and without mental health
problems were identified using a chi-square (χ2) test and independent-sample t-tests.
In order to compare impairments in personality structure and levels of psychodynamic
conflicts between adolescents with and without mental health problems, separate univariate
analyses of covariance (ANCOVA) were conducted. Prerequisite assumptions of ANCOVA
were tested and met in all models, except for the normality of residuals. Bias-corrected
bootstrapping (n = 10,000) was used to deal with this violation. For controlling type 1 error
rate in multiple comparisons, all significance values were adjusted by Bonferroni–Holm.

In the second part of data analysis, adolescents with syndromes of somatoform,
depressive, anxiety, eating, and alcohol use disorders were compared. χ2 test and one-
way analysis of variance (ANOVA) models were conducted to estimate differences in
sociodemographic variables (sex, socioeconomic conditions, and age) between the five
sub-groups. In order to test if adolescents with different syndromes of mental health
disorders differ based on personality structure and psychodynamic conflicts, separate
univariate ANCOVA models were conducted, using each of the psychodynamic subscales
as a dependent variable. The prerequisite assumptions of ANCOVA were checked, and
bias-corrected bootstrapping (n = 10,000) was used to deal with the non-normality of
residuals in some models. When significant differences across groups were identified,
post hoc pairwise comparisons were conducted. All significance values were adjusted by
Bonferroni–Holm.

In addition to adjusted p values d, Cramér’s V and ηp
2 were interpreted as effect

sizes, with d of 0.1, Cramér’s V of 0.2, and ηp
2 of 0.01 interpreted as a weak effect; d of 0.5,

Cramér’s V of 0.3, and ηp
2 of 0.06 as a moderate effect; and d of 0.8, Cramér’s V of 0.5, and

ηp
2 of 0.14 as a strong effect [33].

3. Results

Table 3 shows the sociodemographic characteristics of the study participants. Means
and standard deviations regarding personality structure and levels of psychodynamic
conflicts can be found in Tables 4 and 5.
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Table 3. Sociodemographic characteristics of the participants.

Characteristics Adolescents with Mental
Health Problems (n = 189)

Adolescents without Mental
Health Problems (n = 321)

Age M (SD) 17.9 (1.8) 17.1 (2.2)

Sex n (%)
female 126 (67%) 187 (58%)
male 59 (31%) 131 (41%)
diverse 4 (2%) 3 (1%)

Socioeconomic status a n (%)
high 80 (42%) 132 (41%)
medium 62 (33%) 115 (36%)
low 26 (14%) 48 (15%)
very low 21 (11%) 26 (8%)

Note. N = 510. a The socioeconomic status was determined through the participants’ reports on their parents’
occupation, while the parental occupation was coded according to the International Standard Classification of
Occupation 1988 (ISCO-88) and scaled by the International Socio-Economic Index (ISEI) [34] by using the GESIS
transfer code [35]. The socioeconomic status ranges from 16 to 90. The classification into high (66 to 90), medium
(50 to 65), low (35 to 49), and very low (16 to 34) is based on the value ranges of Lohmann et al. [36].

Table 4. Differences in personality structure and psychodynamic conflicts between adolescents with
and without mental health problems.

Adolescents with
Mental Health

Problems
(n = 189)

Adolescents without
Mental Health

Problems
(n = 321)

Comparison between Groups a

Variable M SD M SD F(1, 507) ηp
2 Mdiff

BCa 95% CI of
Mdiff

Overall PS 1.7 0.7 1.1 0.5 125.26 ** 0.20 0.6 [0.49, 0.72]
Attachment 1.6 0.7 1.0 0.5 102.23 ** 0.17 0.6 [0.47, 0.71]

Identity 1.7 0.7 1.2 0.6 97.75 ** 0.16 0.6 [0.45, 0.70]
Interpersonality 1.7 0.7 1.1 0.5 108.80 ** 0.18 0.6 [0.47, 0.70]

Control 1.7 0.8 1.0 0.6 120.02 ** 0.19 0.7 [0.57, 0.83]
C3a 1.2 0.9 0.8 0.8 24.26 ** 0.05 0.4 [0.22, 0.52]
C4a 1.6 1.2 1.4 1.1 1.06 0.00 0.1 [−0.10, 0.31]
C4p 1.5 1.1 1.0 0.9 38.39 ** 0.07 0.6 [0.38, 0.74]
C5a 0.4 0.8 0.2 0.6 16.03 ** 0.03 0.3 [0.12, 0.39]
C5p 1.7 1.1 1.5 1.0 6.02 * 0.01 0.2 [0.05, 0.42]
C6a 0.8 0.9 0.7 0.9 2.99 0.01 0.1 [−0.02, 0.31]
C7p 1.4 1.2 0.8 1.0 34.35 ** 0.06 0.6 [0.37, 0.78]

Note. N = 510. PS = personality structure. C3a = active conflict of taking care of oneself versus being cared for.
C4a = active conflict of self-worth. C4p = passive conflict of self-worth. C5a = active guilt conflict. C5p = passive
guilt conflict. C6a = active oedipal conflict. C7p = passive identity conflict. M = mean. SD = standard deviation.
F = test value. ηp

2 = partial eta squared. Mdiff = mean difference. BCa 95% CI = bias corrected and accelerated
95% confidence interval. The scales of personality structure and psychodynamic conflicts vary between 0 (no) and
4 (yes), so that higher mean scores represent higher impairments in personality structure and higher levels of
psychodynamic conflicts. a Age was involved as covariate. ** adjusted p ≤ 0.010. * adjusted p ≤ 0.050.
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Table 5. Differences in personality structure and psychodynamic conflicts between adolescents with different mental health problems.

Adolescents with
Anxiety Disorder

Syndromes
(1)

Adolescents with
Alcohol Use

Disorder
Syndromes

(2)

Adolescents with
Depressive

Disorder
Syndromes

(3)

Adolescents with
Eating Disorder

Syndromes
(4)

Adolescents with
Somatoform

Disorder
Syndromes

(5)

Comparison between Groups a

Variable M (SD) M (SD) M (SD) M (SD) M (SD) F(4, 183) ηp
2 Post hoc tests

Overall PS 2.0 (0.7) 1.2 (0.5) 1.9 (0.6) 2.1 (0.7) 1.7 (0.5) 13.35 ** 0.23 1 > 2; 1 > 5; 2 < 3; 2 < 4; 2 < 5; 4 > 5
Attachment 2.1 (0.8) 1.1 (0.5) 1.8 (0.7) 1.9 (0.8) 1.6 (0.5) 12.84 ** 0.22 1 > 2; 1 > 5; 2 < 3; 2 < 4; 2 < 5

Identity 2.0 (0.8) 1.3 (0.6) 1.9 (0.7) 2.3 (0.7) 1.7 (0.7) 10.27 ** 0.18 1 > 2; 2 < 3; 2 < 4; 2 < 5; 4 > 5
Interpersonality 2.0 (0.7) 1.2 (0.5) 1.9 (0.7) 2.1 (0.7) 1.6 (0.5) 12.73 ** 0.22 1 > 2; 1 > 5; 2 < 3; 2 < 4; 2 < 5; 3 > 5; 4 > 5

Control 2.2 (0.8) 1.2 (0.7) 1.8 (0.7) 2.2 (0.8) 1.7 (0.7) 10.96 ** 0.19 1 > 2; 1 > 5; 2 < 3; 2 < 4; 2 < 5; 4 > 5
C3a 1.3 (1.2) 0.9 (0.6) 1.4 (0.9) 1.7 (09) 0.8 (0.7) 6.68 ** 0.13 1 > 5; 2 < 3; 2 < 4; 3 > 5; 4 > 5
C4a 1.7 (1.4) 1.7 (1.1) 1.3 (1.1) 2.1 (1.1) 1.6 (1.2) 2.02 0.04 /
C4p 1.8 (1.2) 0.8 (0.7) 1.9 (1.1) 1.7 (1.2) 1.3 (0.7) 9.93 ** 0.18 1 > 2; 1 > 5; 2 < 3; 2 < 4; 3 > 5
C5a 0.7 (1.2) 0.2 (0.7) 0.5 (0.8) 1.0 (0.9) 0.2 (0.4) 5.03 ** 0.10 1 > 5; 2 < 4; 3 < 4; 3 < 5; 4 > 5
C5p 1.6 (1.1) 1.4 (0.9) 1.7 (1.1) 2.2 (1.1) 2.1 (1.1) 2.35 0.05 /
C6a 0.7 (1.0) 1.1 (1.0) 0.6 (0.9) 1.0 (0.9) 0.9 (0.7) 3.21 * 0.07 2 > 3
C7p 1.5 (1.4) 0.8 (0.9) 1.7 (1.2) 2.2 (1.0) 1.3 (1.2) 6.39 ** 0.12 1 > 2; 2 < 3; 2 < 4; 4 > 5

Note. N = 189 (n = 25 adolescents with anxiety disorder syndromes; n = 53 adolescents with alcohol use disorder syndromes; n = 65 adolescents with depressive disorder syndromes;
n = 17 adolescents with eating disorder syndromes; and n = 29 adolescents with somatoform disorder syndromes). PS = personality structure. C3a = active conflict of taking care of
oneself versus being cared for. C4a = active conflict of self-worth. C4p = passive conflict of self-worth. C5a = active guilt conflict. C5p = passive guilt conflict. C6a = active oedipal conflict.
C7p = passive identity conflict. M = mean. SD = standard deviation. F = test value. ηp

2 = partial eta squared. The scales of personality structure and psychodynamic conflicts vary
between 0 (no) and 4 (yes), so that higher mean scores represent higher impairments in personality structure and higher levels of psychodynamic conflicts. The numbers in parentheses in
group names refer to the numbers used in illustrating statistically significant differences in the post hoc tests. a Sex was involved as covariate. ** adjusted p ≤ 0.010. * adjusted p ≤ 0.050.
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No significant differences were observed between adolescents with and without
mental health problems concerning sex or socioeconomic conditions (p > 0.05). The mean
age of the clinical and control group was significantly different, t(472.81) = 4.53, p < 0.001,
and d = 0.40. Univariate ANCOVA models with age as a covariate showed significant
differences between adolescents with and without mental health problems on ten of twelve
psychodynamic constructs. Adolescents with mental health problems reported significantly
higher impairments in the overall and four domains of personality structure, all with
adjusted p = 0.010 with strong effect sizes, and significantly higher levels in the active
taking care of oneself versus being cared for, passive self-worth, active guilt, passive guilt,
and passive identity conflicts, all with adjusted p = 0.010, except for the passive guilt conflict
with p = 0.015, with weak-to-moderate effect sizes (see Table 4).

The five clinical subgroups of adolescents with depressive, alcohol use, somatoform,
anxiety, and eating disorder syndromes showed no statistically significant differences in
the socioeconomic conditions and age (p > 0.05), but in the sex ratio, χ2(8, N = 189) = 19.67,
p = 0.012, and Cramér’s V = 0.23. The results of the ANCOVA models controlling for
participants’ sex revealed significant differences between adolescents with different mental
health problems regarding all domains of personality structure and five psychodynamic
conflicts, all with adjusted p = 0.010, except for the active oedipal conflict with p = 0.014,
with moderate-to-strong effect sizes (see Table 5).

4. Discussion

According to the psychodynamic approach, impairments in personality structure and
pronounced psychodynamic conflicts are early-developed, etiopathologically relevant intra-
and interpersonal key aspects of mental health problems [9]. Within the present study, the
impairments in personality structure and levels of psychodynamic conflicts were compared
between adolescents with and without mental health problems and between adolescents
with different mental health problems.

Starting with the comparison of adolescents with and without mental health prob-
lems, the results showed that impairments in personality structure and levels of several
psychodynamic conflicts are higher in adolescents with mental health problems.

Both groups differed significantly and with strong effect sizes in terms of impairments
in the overall structural functioning, as well as in the four domains of personality structure.
This result is in line with findings from research on adult patients [37] and confirms a key
assumption of psychodynamic theory: The structural integration provides essential ego
abilities that enable communication and interaction with the constantly developing outer
and inner world and is a precondition for mental health [9].

Considering the levels of psychodynamic conflicts, the results of this study are in line
with the previous findings of Escher et al. [19] and show that adolescents with mental
health problems are significantly more affected by psychodynamic conflicts.

Furthermore, the closer examination of adolescents with mental health problems
provided some insights into underlying psychodynamic aspects of somatoform, depressive,
anxiety, eating, and alcohol use disorder syndromes in adolescence.

Among other things, the results showed that adolescents with alcohol use disorder
syndromes have significantly fewer structural impairments compared to adolescents with
syndromes of eating, anxiety, depressive, and somatoform disorders. This finding is in
contrast to the literature on adult patients with substance use disorders, which emphasizes
higher impairments in personality structure [38]. The examined age group may explain
this contrary finding. Epidemiological studies showed that alcohol consumption affects
more than half of all adolescents, but, with the transition to adulthood, pathological alcohol
consumption decreases from over 30% to 7–20% [39]. The results of our study indicate,
in line with epidemiological data, that alcohol consumption in adolescence seems to be a
relevant issue, but does not seem to be immediately associated with limited personality
functioning, while the persistence of alcohol-related disorders into adulthood is rather
connected with deficits in personality structure as described by Subkowski [38].
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In turn, the study results revealed comparatively increased impairments in the struc-
tural functioning of adolescents with syndromes of eating and anxiety disorders. The in-
creased structural impairments of adolescents with syndromes of eating disorders are in
line with previous findings on patients with binge eating disorder [40]. Further, it turned
out that adolescents with syndromes of anxiety disorders have the highest impairments
in the personality structure domain of attachment, which supports the previously discov-
ered connections between insecure attachment experiences and the formation of anxiety
problems [41].

Moreover, some insights into specific psychodynamic conflicts of adolescents with
syndromes of eating and depressive disorders are derivable. For example, adolescents with
depressive and eating disorder syndromes showed the comparatively highest levels of the
active taking care of oneself versus being cared for conflict. This finding can help to under-
stand these syndromes against the background of a repressed desire for care. According
to Cierpka et al. [42], typical eating disorder behaviors, such as avoiding food intake and
disregarding body-related needs, which trigger increased concerns among caregivers, can
serve to fulfill a suppressed need for care. Furthermore, previous studies indicated that
patients with eating disorders experience less parental care in their childhood [43]. In the
matter of adolescents with depressive syndromes, the increased level of the active taking
care of oneself versus being cared for conflict supports the fundamental psychoanalytic un-
derstanding of depressive feelings as a result of excessive self-sacrifice and disappointment
regarding the lack of satisfaction of one’s own needs [44].

Concerning depressive syndromes, we also found a comparatively high level of the
passive self-worth conflict, which confirms the psychodynamic assumption of a narcissistic
withdrawal in depressive patients [44]. Taken together, the increased levels of psychody-
namic conflicts identified in relation to depressive syndromes are in line with the previous
research results of Kaufhold et al. [45], in which the dominance of the taking care of oneself
versus being cared for and the self-worth conflict could be found in adult patients with
chronic depression.

Lastly, adolescents with syndromes of eating disorders also showed the compara-
tively highest level of the passive identity conflict as well as the comparatively highest
impairments in the structural domain of identity. The outstanding relevance of identity
problems is in line with the identity theoretical approach pointing out that, due to the lack
of opportunities to develop an own identity and independence, the body can become the
only field over which an adolescent can self-determine [46].

Taken together, the mentioned impairments in personality structure and different lev-
els of psychodynamic conflicts suggest that knowledge regarding psychodynamic concepts
can contribute to a precise and holistic diagnostic assessment of mental health problems in
adolescence.

However, some limitations of the presented study must be considered. Above all, the
cross-sectional collection of data hinders conclusions about directional influences. More-
over, only self-reports were included, which may have increased the potential for bias
through distorted self-perception [47]. By additionally using observer/therapist ratings, for
example, through structured clinical interviews, future full-scale studies could investigate
the consistency of different assessment methods. In addition, the inadequate internal
consistencies that led to the exclusion of clinically relevant psychodynamic conflicts have to
be taken into account when interpreting the results. Further, the participants were mainly
female and from high or middle-class socioeconomic backgrounds. Additionally, the un-
equal subsample distribution of adolescents with mental health problems and the reduction
of participants to main syndromes despite existing comorbidities have to be considered.
All in all, replications of the presented findings through longitudinal investigations with
larger and more heterogeneous samples in terms of socioeconomic status, sex, age, and
mental disorders using multi-perspective measurement methods are needed.
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5. Conclusions

Finally, it should be emphasized that the present findings are highly clinically relevant,
especially in light of the paradigm shift in the classification of personality disorders accord-
ing to the level of personality functioning in the AMPD of the DSM-5 [15] and the ICD-11 [7].
The results suggest that the dimensional assessment of intra- and interpersonal problems is not
only relevant for the diagnosis of personality pathology but can also contribute to a more pre-
cise understanding of various syndromes of mental health problems in adolescents. Thereby,
the additional diagnostic knowledge on syndrome-specific impairments in the domains of
personality structure and increased psychodynamic conflicts could provide an important
basis for the derivation of profound and, therefore, long-term effective treatment methods.
For example, the results of the presented study suggest a special need for self-esteem-
stabilizing treatment for adolescents with depressive syndromes and identity-enhancing
as well as personality-structure-forming interventions for adolescents with syndromes of
eating disorders. To summarize, the findings indicate that a standardized assessment of
personality structure and psychodynamic conflicts could help to improve clinical prognosis
and implement appropriate treatment efforts for adolescent patients.
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463–476.

39. Laucht, M.; Blomeyer, D.; Buchmann, A. Alkohol und Tabak in der Adoleszenz [Alcohol and tobacco in adolescence]. In Alkohol
und Tabak: Grundlagen und Folgeerkrankungen; Batra, A., Mann, K., Singer, M.V., Eds.; Thieme: Stuttgart, Germany, 2011; pp.
433–444.

40. Van Riel, L.; Van den Berg, E.; Polak, M.; Geerts, M.; Peen, J.; Ingenhoven, T.; Dekker, J. Personality functioning in obesity and
binge eating disorder: Combining a psychodynamic and trait perspective. J. Psychiatr. Pract. 2020, 26, 472–484. [CrossRef]
[PubMed]

41. Van Assche, L.; Van de Ven, L.; Vandenbulcke, M.; Luyten, P. Ghosts from the past? The association between childhood
interpersonal trauma, attachment and anxiety and depression in late life. Aging Ment. Health 2020, 24, 898–905. [CrossRef]
[PubMed]

42. Cierpka, M.; Reich, G.; Becker, S.; Beisel, S.; Benninghoven, D. Psychotherapie der Essstörungen: Krankheitsmodelle und Therapiepraxis
[Psychotherapy of Eating Disorders: Disease Models and Therapy Practice]; Thieme: Stuttgart, Germany, 2010.

43. Monteleone, A.M.; Ruzzi, V.; Patriciello, G.; Pellegrino, F.; Cascino, G.; Castellini, G.; Steardo, L.; Monteleone, P.; Maj, M. Parental
bonding, childhood maltreatment and eating disorder psychopathology: An investigation of their interactions. Eat. Weight
Disord.—Stud. Anorex. Bulim. Obes. 2020, 25, 577–589. [CrossRef] [PubMed]

44. Leuzinger-Bohleber, M. Contemporary psychodynamic theories on depression. In Etiopathogenic Theories and Models in Depression;
Jiménez, J.P., Botto, A., Fonagy, P., Eds.; Springer: Cham, Switzerland, 2021; pp. 91–112. [CrossRef]

45. Kaufhold, J.; Negele, A.; Leuzinger-Bohleber, M.; Kallenbach, L.; Ernst, M.; Bahrke, U. Zur Konfliktdynamik bei chronischer
Depression—Ergebnisse zur Konflikt- und Strukturachse der OPD in der LAC-Studie [Conflict dynamics in chronic depression—
Results of the conflict and structure axis using the OPD in the LAC study]. Z. Psychosom. Med. Psychother. 2017, 63, 151–162.
[CrossRef]

46. Klotter, C. Essstörungen und Identität [Eating disorders and identity]. In Identitätsbildung über Essen; Klotter, C., Ed.; Springer:
Berlin/Heidelberg, Germany, 2016; pp. 19–27.

47. Demetriou, C.; Ozer, B.U.; Essau, C.A. Self-report questionnaires. In The Encyclopedia of Clinical Psychology; Cautin, R.L., Lilienfeld,
S.O., Eds.; John Wiley & Sons: West Sussex, UK, 2015.

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1026/0012-1924.50.4.171
https://doi.org/10.1016/0049-089X(92)90017-B
http://www.gesis.org/fileadmin/upload/dienstleistung/tools_standards/handbuch_der_berufscodierung_110304.pdf
https://doi.org/10.1002/pmh.1559
https://www.ncbi.nlm.nih.gov/pubmed/35879050
https://doi.org/10.1097/PRA.0000000000000513
https://www.ncbi.nlm.nih.gov/pubmed/33275384
https://doi.org/10.1080/13607863.2019.1571017
https://www.ncbi.nlm.nih.gov/pubmed/30739477
https://doi.org/10.1007/s40519-019-00649-0
https://www.ncbi.nlm.nih.gov/pubmed/30734225
https://doi.org/10.1007/978-3-030-77329-8_5
https://doi.org/10.13109/zptm.2017.63.2.151

	Introduction 
	Materials and Methods 
	Sample 
	Measures 
	Data Analyses 

	Results 
	Discussion 
	Conclusions 
	References

