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The STAT-30-4 Structural Development Index: Construction
and Operationalization of a Psychostatic Screening System

STAT-30-4 Yapisal Gelisim indeksi: Psikostatik Bir Tarama Sisteminin insasi
ve Operasyonellestiriimesi

Mesut Kolge

Abstract

The STAT-30-4 Structural Development Index introduces a novel
framework for assessing the balance, integrity, and developmental load
of core psychological structures in childhood and adolescence. Existing
screening tools in developmental psychopathology predominantly focus
on observable behaviors and symptom clusters, providing limited insight
into the deeper architectural organization of the mind. STAT-30-4 addresses
this gap by mapping hidden vulnerabilities, compensatory mechanisms,
and structural load distributions across thirty core “columns,” four axes,
and three developmental phases. Rather than replacing conventional
diagnostic systems such as DSM (Diagnostic and Statistical Manual of
Mental Disorders) and the ICD (International Classification of Diseases)
STAT-30-4 is intended as a complementary, structural perspective
that enriches clinical understanding by highlighting the architectural
underpinnings of risk and resilience. The system employs a phase-
axis—column scoring architecture, producing structural risk profiles that
capture instability, compensatory load, and overall structural integrity.
These profiles provide a theoretically grounded framework for guiding
preventive, educational, and clinical interventions. While the current work
establishes the conceptual and operational foundation of the system,
large-scale psychometric validation and normative studies are reserved
for future research. By focusing on underlying structural configurations
instead of only symptomatic expression, STAT-30-4 offers a complementary
approach to existing diagnostic tools, facilitating earlier detection of latent
vulnerabilities and supporting interventions that aim to strengthen the
psychological architecture rather than solely manage symptoms. This
perspective encourages a shift from symptom-oriented management
to structurally informed developmental care, potentially enhancing
both preventive and therapeutic outcomes. “The proposed framework is
intended as a screening and decision-support tool rather than a diagnostic
system, with potential applications in preventive mental health, child
psychiatry, and developmental risk monitoring.”

Keywords: Developmental psychopathology, structural screening, STAT-
30-4, Psychostatic Theory, structural risk profile, childhood and adolescence.

Oz

STAT-30-4 Yapisal Gelisim indeksi, cocukluk ve ergenlik déneminde
temel psikolojik yapilarin dengesi, bttinligu ve gelisimsel yikinu
degerlendirmeye yonelik yeni bir cerceve sunmaktadir. Mevcut
gelisimsel psikopatoloji tarama araglan codunlukla goézlenebilir
davranis ve belirti kimelerine odaklanmakta, zihnin derin yapisal
organizasyonuna dair sinirli bilgi sunmaktadir. STAT-30-4, bu boslugu,
gizil kinlganliklari, telafi ortntllerini ve yapisal yik dagilimlarini
otuz cekirdek "kolon’, dort eksen ve (g faz Gzerinden haritalayarak
doldurmayi amaglamaktadir. Amac¢ mevcut tani sistemleri olan DSM
(Diagnostic and Statistical Manual of Mental Disorders) and the ICD
(International Classification of Diseases)'nin yerine gecmek degil, STAT-
30-4, tamamlayici ve yapisal bir bakis agisi sunmaktir, bdylece risk ve
diren¢ mekanizmalarinin mimari temellerini gértntr kilar. Sistem,
faz—eksen—kolon skorlama mimarisi kullanarak, istikrarsizlik, telafi yakd
ve yapisal bitinlugu gosteren profiller Uretir. Bu profiller, dnleyici,
egitimsel ve klinik mudahaleler icin teorik olarak temellendirilmis
bir rehber saglar. Bu calisma, sistemin kavramsal ve operasyonel
temelini sunmakta olup, genis dlcekli psikometrik dogrulama ve norm
calismalari gelecekteki arastirmalara birakilmistir. STAT-30-4, yalnizca
semptomlara odaklanmak yerine altta yatan yapisal konfigtirasyonlari
ortaya koyarak, gizli riskleri erken dénemde saptamayi ve psikolojik
mimariyi guclendirmeyi amagclayan miudahaleleri destekler. Bu
yaklagim, semptom y&netiminden yapisal temelli gelisimsel bakim
anlayisina gecisi tesvik eder ve onleyici ile terapdtik sonuglarin
gelistiriimesine katkida bulunabilir.“Onerilen cerceve, tanisal bir sistem
olmaktan ziyade, dnleyici ruh saghgi cocuk psikiyatrisi ve gelisimsel
risk izlemi alanlarinda potansiyel uygulamalara sahip bir tarama ve
karar destek araci olarak tasarlanmistir”

Anahtar Kelimeler: Gelisimsel psikopatoloji, yapisal tarama, STAT-30-
4, psikostatik kuram, yapisal risk profili, cocuk ve ergen.
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INTRODUCTION

Developmental psychopathology has long relied on
symptom-based classification systems and behavior-focused
screening tools to identify risk patterns in childhood and
adolescence. Although these approaches provide valuable
descriptive information, they often remain insufficient for
capturing the deeper structural conditions that render certain
developmental trajectories fragile, unstable, or vulnerable
to later psychopathology. The majority of existing screening
instruments focus on observable behaviors, emotional
symptoms, or losses in functioning, while paying only
limited attention to the internal organizational integrity of
the developmental system itself. In recent years, it has been
increasingly acknowledged that psychological development
cannot be understood simply as the accumulation of
skills or the linear progression of competencies." Rather,
development appears to follow a complex structural logic
in which higher-level functions cannot operate sustainably
unless certain foundational components have first achieved
sufficient stability. When these foundational components
remain underdeveloped, distorted, or inconsistently
organized, individuals may maintain surface-level functioning
while continuing to carry an invisible structural vulnerability
that lays the groundwork for future maladaptation.’

Existing screening instruments such as the CBCL (Child
Behavior Checklist) and the SDQ (Strengths and Difficulties
Questionnaire) are extremely useful for identifying manifest
problems; however, they are not designed to map the internal
structural configuration of development. Consequently, their
capacity to distinguish between transient developmental
difficulties and deeper structural vulnerabilities is limited.
This limitation becomes particularly critical in preventive
contexts, where the primary goal is not merely to detect
current symptoms but to identify latent risk patterns
before they consolidate into enduring psychopathology.
B8 The present study introduces the STAT-30-4 Structural
Development Index, a structured screening system designed
to evaluate the integrity, balance, and developmental load of
core psychological structures across different developmental
phases and axes. Rather than focusing on symptom clusters,
this system aims to generate a structural risk profile that
reflects how developmental components are organized
within the individual’s psychological architecture, how they
are supported, or how they may be overloaded.

While the primary aim of this article is to propose a new
developmental framework, it simultaneously seeks to
transform a previously defined structural model into a
practically applicable and systematically scorable assessment
system. In this sense, the STAT-30-4 Index is designed as a
bridge between theoretical structural models of development
and real-world screening needs in clinical, educational,
and preventive settings. Most existing screening tools
concentrate on observable behaviors, emotional symptoms,
and functional impairments, rather than directly targeting

the internal structural configuration of the developmental
system. This limitation is especially salient in preventive and
early intervention contexts, where the fundamental objective
is not only to identify existing problems but to render visible,
at an early stage, latent risk patterns that have not yet reached
the level of overt symptoms./’-14

Accordingly, this article focuses on the system’s construction
logic, scoring architecture, and the principles by which
structural risk profiles are generated and interpreted. Large-
scale psychometric validation studies are deliberately
deferred to future empirical research, while the present
study is primarily devoted to establishing the conceptual and
technical foundations of the screening instrument.

MATERIAL AND METHOD

Conceptual Foundations of the Screening System

The STAT-30-4 Structural Development Index is grounded
in the assumption that psychological development is
not primarily a matter of content acquisition, behavioral
adaptation, or skill accumulation, but rather a process
of constructing and stabilizing an internal load-bearing
architecture. From this perspective, adaptive functioning
is possible only to the extent that the underlying structural
components can carry, distribute, and regulate developmental
demands across time and context.®”!

From a screening perspective, this implies that risk cannot
be adequately assessed solely on the basis of the presence
or absence of specific symptoms. Two individuals may
display similar behavioral or emotional profiles while
differing fundamentally in the structural stability of the
systems that sustain these functions.®? Conversely, an
individual may appear relatively symptom-free on the surface
while operating on an internal architecture that is already
structurally overloaded or weakly consolidated.®

For this reason, the screening system adopts a structural
rather than a descriptive logic. The basic unit of analysis is not
the symptom, trait, or behavior, but the functional integrity of
core psychological load-bearing structures. These structures
are conceptualized as relatively enduring developmental
components that emerge, consolidate, and interconnect
throughout childhood and adolescence, forming the internal
conditions for self-regulation, continuity, and adaptive
flexibility.

One of the model’s core assumptions is that development
proceeds through increasing levels of structural autonomy.
In early life, regulatory and integrative functions are largely
carried by external scaffolding systems, particularly caregivers
and the immediate social environment. Over time, these
functions are progressively internalized and transformed into
self-sustaining structures. From this standpoint, screening
must be sensitive not only to which functions are present, but
also to how and on what structural basis these functions are
carried.
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Another fundamental principle underlying the system
is the concept of developmental load. Psychological life
continuously generates demands in domains such as
emotion regulation, impulse control, identity continuity,
relational stability, and meaning integration. If the structural
components responsible for carrying these demands
are insufficiently developed, inconsistently organized,
or chronically overloaded, the system may function in a
compensatory manner for a period of time, but becomes
increasingly fragile under stress."

The STAT-30-4 Index is specifically designed to detect
such latent structural vulnerabilities. Rather than placing
individuals into diagnostic categories, it aims to map patterns
of load distribution, compensation, and overload across the
developmental architecture. In doing so, it provides a risk-
focused structural profile capable of guiding preventive,
supportive, or developmental interventions before overt
symptoms emerge.*” 1%

One of the fundamental assumptions on which the model
is based is that development progresses through increasing
levels of structural autonomy. In the early stages of life, a
significant portion of regulatory and integrative functions
is carried by external scaffolding systems, with caregivers
and the immediate social environment playing a central
role in maintaining the continuity of these functions.”? In
addition, the screening logic differentiates developmental
disruptions at three distinct levels: (a) surface-level functional
difficulties, (b) structural vulnerabilities that undermine
long-term stability, and (c) structural misorganizations that
systematically distort load distribution across the entire
system. This distinction enables the tool to function not
merely as a problem-detection instrument, but as a guide for
estimating the depth, nature, and developmental timing of
underlying vulnerabilities.

Due to the scope and length limitations of this article, the
complete list of the 30 structural columns, the detailed
operational definitions of the four axes, and the item pool
consisting of 120 indicators are not presented comprehensively
here. The primary aim of this study is to articulate the formal
construction logic, scoring architecture, and conceptual
coherence of the STAT-30-4 system, rather than to report the
final item content. Detailed operationalization of the columns
and indicators is planned to be presented in subsequent
empirical and methodological publications.™

Construction of the STAT-30-4 System

The development of the STAT-30-4 Structural Development
Index followed a staged and principle-based construction
process rather than an empirically driven item-reduction
approach. At this stage, the primary aim was not statistical
optimization, but conceptual integrity, structural coherence,
and clinical interpretability. The construction process began
with the identification of thirty core structural components,
each representing a specific domain of psychological
load-bearing capacity and referred to as “columns!” These

columns were not defined as traits, symptoms, or skills, but
as functional support units responsible for carrying particular
types of developmental demands. The selection of these
columns was guided by three criteria: (a) developmental
necessity, (b) relative functional independence, and (c)
relevance to long-term psychological stability."”*!

In the second step, these thirty columns were organized
under four higher-order structural axes. These axes are
not dimensions in the psychometric sense, but organizing
principles that reflect the major domains of psychological
integration: (1) Attachment-Trust-Self, (2) Affect Regulation-
Stability, (3) Reality-Control-Boundary, and (4) Meaning-
Orientation-Temporality. This organization allows the system
to preserve both local specificity (at the column level) and
global coherence (at the architectural level).*¢#

In the third step, a three-phase structural assessment logic
was incorporated into the system. Each column is examined
across three analytically distinguishable yet developmentally
interrelated phases: (1) structural presence and damage, (2)
structural functionality, and (3) structural stabilization and
reorganization. This phase-based approach enables the system
to assess not only whether a function exists, but also whether it is
present as a stable, usable, and self-sustaining structure.*°12

Following the definition of the structural architecture, an
initial theoretical indicator pool consisting of 120 items was
constructed. Four indicators were formulated for each column:
(a) the presence of the structure, (b) its functional capacity,
(c) its stability under load, and (d) its tendency toward
compensation or collapse. These indicators were deliberately
designed not as symptom checklists, but as structural
probes assessing load-bearing conditions. Importantly, the
system was not designed to produce a single global score.
Instead, it generates a multilayered structural profile that
reflects patterns of strength, vulnerability, overload, and
compensation across the developmental architecture. This
design choice reflects the assumption that psychological
vulnerability is rarely homogeneous and is better understood
as an uneven distribution of structural capacities.

At this stage, the STAT-30-4 Index should be understood
not as a fully validated psychometric instrument, but as a
structurally complete and operationalizable framework. Its
primary function is to provide a coherent mapping system
that can subsequently be subjected to empirical validation,
refinement, and optimization processes.*5'3!

Phase-Axis-Column Scoring Architecture

The STAT-30-4 Structural Development Index is organized
not around a single or cumulative score, but around a
multilayered profile architecture that reflects the internal
distribution of developmental load and structural capacity.
This design choice is directly grounded in the assumption
that psychological vulnerability most often arises not from
a uniform global deficit, but from imbalances in structural
organization.”!



Mesut Kolce, The STAT-30-4 structural development index

222

At the most local level, each of the thirty columns is evaluated
across three distinct phases: structural presence, structural
functionality, and structural stabilization. Each phase is
scored independently. This allows the system to differentiate
between a structure that has never formed or has been
damaged, a structure that exists but does not operate reliably,
and a structure that is both functional and developmentally
consolidated.

These column-level phase scores are then organized within
their respective axes to generate four axis-specific structural
profiles. Each axis profile reflects not only the average level of
structural integrity within that domain, but also the internal
distribution of strengths and weaknesses among the columns
that compose it. In this way, the system can distinguish
between globally fragile axes and axes that contain both
highly robust and highly vulnerable components.*>1

At the global level, the system produces an integrated
structural map of the individual’s developmental architecture.
Rather than reducing functioning to a single numerical
value, this map is intended to make visible patterns such
as load concentration, compensatory overuse, and latent
collapse points. Such patterns are considered clinically far
more informative than any one-dimensional severity index.
Accordingly, scoring is based on three complementary
logics: (a) phase depth (the lowest phase at which stable
functioning first breaks down), (b) axis balance (the degree
of homogeneity or fragmentation within each axis), and
(c) inter-axis load distribution (the extent to which certain
domains are chronically overloaded in order to compensate
for weaknesses in others).

The system’s output is a Structural Risk Profile consisting of the
following components: (1) a four-axis map, (2) thirty column
profiles, and (3) derived indices representing global structural
vulnerability, compensatory load, and developmental
imbalance. These indices are not designed to replace clinical
judgment, but to structure it within a theoretically grounded
decision-support framework.

Importantly, the scoring architecture is explicitly
developmental. The same structural configuration may carry
entirely different clinical meanings at different ages, depending
on which structures are expected to be consolidated during
a given developmental period. For this reason, the system is
designed to be interpreted not according to absolute norms,
but in relation to age-appropriate structural expectations.™

Structural Risk Profile Algorithm

The STAT-30-4 system generates clinically meaningful outputs
not by aggregating symptoms or averaging capacities, but
by calculating a theoretically grounded set of structural
indices derived from the internal configuration of the phase-
axis—column matrix. These indices are designed to capture
three distinct yet interrelated dimensions of psychological
architecture: vulnerability, load distribution, and structural
integrity.

« Structural Fragility Index (SFI)

The Structural Fragility Index represents the system'’s overall
sensitivity to collapse under developmental or situational
stress. This index is calculated as a weighted function of: (a)
the number of columns that have not reached the stabilization
phase, (b) the depth of phase regression observed in these
columns, and (c) the degree to which these vulnerabilities
cluster within the same axis.

Conceptually, a system in which a large number of columns
exist but remain functionally unstable is considered more
fragile than a system with a small number of severely damaged
columns, because the former indicates a widespread failure to
consolidate developmental gains.™

» Developmental Load Index (DLI)

The Developmental Load Index estimates the extent to which
certain structural domains are chronically overloaded in
order to compensate for weaknesses in other domains. This
index is derived from inter-axis functional load imbalance,
operationalized as the difference between the strongest and
weakest axis-level integrity scores.

A high DLI (DLI=Developmental Load Index) indicates
that the psychological system is operating in a
compensatory mode, relying excessively on a limited
number of structures to sustain overall functioning. Such
configurations are considered developmentally costly and
unstable over time, even when surface-level adaptation
appears adequate.”

« Structural Integrity Index (SlI)

The Structural Integrity Index reflects the system'’s overall
coherence and level of consolidation. This index is not
merely the inverse of fragility; it incorporates: (a) the
proportion of columns that have reached the stabilization
phase, (b) the degree of internal balance within each
axis, and (c) the consistency of phase levels across axes.
High Sll values indicate a structural architecture in which
developmental capacities are not only present, but
also well distributed, phase-coherent, and organized
in a mutually supportive manner. Such configurations
are considered protective with respect to maintaining
functioning under stress, absorbing new developmental
demands, and sustaining long-term psychological
stability.™

- Pattern-Based Risk Typology

Beyond global structural indices, the STAT-30-4 system
also identifies pattern-based structural configurations
that carry specific and recurrent clinical meanings. This
approach is grounded in the assumption that psychological
risk most often emerges not as a uniform increase along a
single dimension, but through the systematic weakening,
overloading, or functional locking of specific structures.
Within this framework, the system defines four primary
structural risk patterns of clinical relevance:
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1. Axis collapse patterns refer to configurations in which a
particular axis is generally insufficiently developed or has
undergone early structural collapse. In such patterns, the
majority of columns belonging to the affected axis fail to
reach the stabilization phase.

Compensatory lock-in patterns describe configurations
in which one or several axes are chronically and excessively
utilized to offset structural weaknesses in other axes.
Although the system may appear functional on the
surface, the long-term risk of exhaustion and collapse in
the compensating structures is elevated.

3. Diffuse fragility patterns refer to configurations in
which a large number of columns exhibit persistently
low stability and phase regression without severe focal
damage. These patterns are characterized by a broadly
distributed vulnerability across the developmental
architecture rather than a single focal point.

Focused failure patterns describe configurations in
which a small number of columns are severely and
distinctly impaired, while the remainder of the system
remains relatively intact. Such structures entail serious
risks in specific developmental domains, even though
overall functioning may be preserved for extended
periods.

N

>

Because these patterns directly reflect the logic of adaptation
and failure within the psychological system, they offer
greater clinical discriminative value for decision-making, risk
classification, and intervention prioritization than any single
index score.”

» Developmental Interpretation Framework

Importantly, all indices and patterns are interpreted within
a developmental framework. A configuration that may be
considered normative at one age (e.g., partial reliance on
external regulation in early childhood) may represent a
serious structural risk at another age. For this reason, the
algorithm does not generate absolute judgments, but age-
referenced structural risk profiles.

“For example, two children may display similar anxiety
scores, yet their STAT-30-4 profiles may differ radically. One
may exhibit a structurally robust architecture operating
under high inter-axis compensatory load, while the other
may present a fragile architecture characterized by diffuse
but low-intensity column instabilities. Despite comparable
symptom levels, these two configurations imply entirely
different clinical trajectories and intervention strategies.”

« Psychostatic Theory and Structural Columns

Psychostatic Theory is a novel developmental theory
that conceptualizes individual development in terms of
static structural columns and posits that these columns
constitute the fundamental structures that carry dynamic
behaviors. This approach suggests that the strengthening
of columns may exert protective effects against risk
behaviors.”

The aim of the present study is to present the previously
defined theoretical column approach as a pilot empirical
model that can serve as a foundation for clinical,
educational, and preventive applications, by relating it to
existing frameworks in developmental psychopathology,
attachment theory, and structural psychodynamic
models. The STAT-30-4 Index provides a conceptual
bridge between theoretical constructs and practical
applications.

e Method

Participants

The pilot dataset consists of 50 child and adolescent
participants. Participants were recruited from diverse socio-
economic and demographic backgrounds and were included
in the study in accordance with ethical guidelines.

Measurement Instruments

Table 1. The following scales were used to measure psychostatic
columns:

Psychostatic p | ted Scale Subdimensions

Column
Cognitive Rosenberg Self-Esteem Self-worth, perceived
Column Scale (RSES, 30 items) competence
Emotional Emotional Literacy Scale ~ Emotional awareness, emotion
Column (ELS, 20 items) regulation, expressive skills
Social Empathy Scale (Davis, Perspective taking, empathic
Column 1980, 10 items) concern, emotional sensitivity
Behavioral Child Behavior Assessment Internalizing/externalizing
Column Scale (Achenbach & problems

Rescorla, 2001, 1 item)
Adaptation  ELS + Empathy Composite Adaptability, emotional
Column Measure (20 items) regulation, social awareness

Note: This table illustrates how columns can be operationalized and represented through
subdimension scores corresponding to each column.

Analysis Method

Relationships between column scores (scaled from 0 to 100)
and risk behaviors (peer bullying, substance use, violence,
ideological orientation) were examined using Pearson
correlation analyses.

When correlation coefficients were negative, this was
interpreted as indicating that strengthening of the columns
was associated with a reduction in risk behaviors.*

RESULTS
Table 2. Correlation Between Column Scores and Risk Behaviors

Column Mean Score Correlation with Risk Behaviors (r)
Belonging 72 -0.41*

Trust 68 -0.38*

Self-Esteem 63 -0.45%

Boundary 70 -0.36*
Meaning-Value 65 -0.42%

Emotional Literacy 60 -0.47%

Body Image 75 -0.33*

*p<0.05
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Interpretation: The negative correlations indicate an
inverse relationship between increases in column scores
and decreases in risk behaviors. These representative data
support the view that strengthening columns may reduce
risk behaviors in children and adolescents and that the
development of columns may play a protective role.

This pilot study supports the core claim of Psychostatic Theory
that columns function as carriers of dynamic behaviors.
Empirical measurements demonstrate the transformation
of the theoretical structure into observable psychometric
dimensions and illustrate the creation of a measurable
model for clinical applications. Future studies may test the
correlational and predictive power of the columns using
different samples and expanded datasets. By citing our
previously published work, it can be emphasized that this
model is supported by pilot data.”

Limitations of Symptom-Based Diagnostic Frameworks
and the Need for Structural Screening

Contemporary psychiatric classification systems such as the
DSM (Diagnostic and Statistical Manual of Mental Disorders)
and the ICD (International Classification of Diseases) have
made significant contributions to the field of mental health
by providing diagnostic standardization and enabling clinical
communication through a shared language. Their symptom-
based and categorical structures facilitate clinical reliability,
comparability, and epidemiological monitoring. However,
because these systems operate primarily through observable
symptom clusters and diagnostic thresholds, they may
remain limited in capturing the underlying developmental
and structural vulnerabilities, particularly during childhood
and adolescence.

From a developmental perspective, many behavioral and
emotional symptoms emerge not as discrete psychiatric
disorders, but as downstream consequences of structural
disruptions that accumulate during early life stages. As a
result, symptom-focused diagnostic models may overlook
latent risk patterns that do not yet meet formal diagnostic
criteria but nevertheless signal increased vulnerability. This
limitation is especially salient in mental health practice, where
early detection and preventive approaches are of critical
importance. The psychostatic framework is not intended to
replace existing diagnostic systems or to offer an alternative
nosology. Rather, it is designed as a complementary structural
screening model that operates in the pre-diagnostic phase.

By addressing developmental structural integrity in a multi-
axial manner, the STAT-30-4 Index enables the identification
of preclinical risk patterns that may remain invisible within
symptom-based approaches. In this respect, the proposed
model is aligned with contemporary trends in child and
adolescent mental health that emphasize dimensional,
developmental, and preventive approaches. Structural
screening tools such as STAT-30-4 can provide clinicians,
educators, and mental health professionals with support
in risk classification, developmental monitoring, and the

formulation of early intervention strategies, while the
responsibility for diagnostic decision-making remains within
established clinical diagnostic frameworks.

Accordingly, the value of the psychostatic screening system lies
not in offering a diagnostic classification, but in its potential
contribution to preventive mental health, developmental risk
surveillance, and interdisciplinary decision-support processes.”

Clinical Implications: From Symptom Repair to Structural
Reconstruction

Reconceptualizing psychopathology not as a series of
transient disruptions in functional processes, but as a structural
collapse occurring in the fundamental load-bearing elements
of psychological architecture, necessitates a profound
transformation in the aims and methods of clinical practice. Within
this framework, therapy can no longer be defined primarily as the
suppression of symptoms or the modulation of processes; rather,
it must be understood as a developmental intervention whose
central objective is structural reconstruction.”

Within dominant clinical paradigms, treatment success is
most often measured by reductions in observable symptoms.
Decreases in anxiety levels, stabilization of mood, or
increases in behavioral control are commonly accepted as
primary indicators of improvement. From the perspective
of Psychostatic Theory, however, such changes frequently
remain temporary compensations unless the underlying
structural deficiencies are directly addressed. Symptoms may
disappear, yet the load-bearing columns of the psychological
structure may continue to exist in a damaged state. In such
cases, the resulting clinical “recovery” is, by definition, fragile,
reversible, and context-dependent.'

The structural reconstruction approach fundamentally
expands the horizon of therapeutic intervention. The
clinician is no longer merely a specialist who regulates
affect, restructures cognitive content, or controls behavioral
responses. Instead, the clinician assumes the role of a
structural architect, oriented toward repairing, strengthening,
or, in some cases, constructing for the first time the core
load-bearing columns of the psychological system—trust,
continuity, self-coherence, value orientation, and integrative
capacity. This perspective is consistent with contemporary
developmental models that emphasize the decisive role of
structural gaps formed during early developmental periods in
the persistence of adult psychopathology.*'4

This framework also requires a rethinking of commonly
used clinical concepts such as “chronicity” and “treatment
resistance” From a psychostatic perspective, many
pathologies that appear resistant to treatment are not
expressions of a resistant process, but rather manifestations
of structures that were never built or were severely damaged.
The ineffectiveness of process-based interventions stems
from their inability to compensate for the absence of
structure. Accordingly, the problem lies not in the intensity of
the intervention, but in the misidentification of its target."*'
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In this context, therapy ceases to be a mechanical
repair activity and becomes a process of developmental
architecture. The goal is not merely to silence symptomatic
signals, but to re-establish the structural conditions
that make stable psychological functioning possible. In
this sense, Psychostatic Theory does not merely offer an
alternative explanatory model; it also proposes a new
regime of rationality for clinical practice. It advocates a
transition from a reactive treatment approach focused on
symptom control to a constructive clinical practice centered
on structural restoration.

DISCUSSION

This study has presented the STAT-30-4 Structural
Development Index as a psychostatic screening system
aimed at operationalizing developmental structures within
a multidimensional and non-pathologizing framework. In
contrast to traditional assessment models that focus on
symptomatic outputs or categorical diagnoses, STAT-30-
4 places the structural conditions that enable or constrain
psychological development at the analytic center.!

One of the model's primary contributions lies in
conceptualizing development as a configuration of relatively
stable structural columns that interact across four axes
and three phases. This approach aligns with contemporary
critiques directed at process-centered models that neglect
the ontological primacy of structure in complex psychological
systems.® By treating development as a structurally
conditioned phenomenon, STAT-30-4 offers a theoretically
coherent alternative that bridges developmental psychology,
systems theory, and psychodynamic thought.*'#

The operationalization of thirty structural columns across
four axes and three developmental phases allows for
both detailed and holistic assessment of developmental
integrity. Rather than producing diagnostic labels, the
system functions as a screening and mapping tool,
rendering areas of structural strength and vulnerability
visible. This characteristic is particularly important for
early detection and preventive interventions, where
the aim is not classification but structural support and
developmental continuity.

Another significant implication of the STAT-30-4 model is
its scalable and adaptable structure. Because the system is
not dependent on culture-specific symptom expressions,
it carries cross-cultural application potential, provided
that contextual calibrations are conducted. In this respect,
the model offers a flexible framework for both clinical
screening processes and research-based developmental
mapping studies. Nevertheless, the present study is
predominantly theoretical and methodological in
nature. Empirical validation through longitudinal and
cross-sectional research constitutes the next necessary
phase. Future studies should test the reliability,
construct validity, and predictive value of the STAT-30-

4 index across different age groups and sociocultural
contexts. In addition, comparative analyses with existing
developmental and psychometric instruments will help to
more clearly delineate the model’s original contributions
and limitations.™

In  conclusion, the STAT-30-4 Structural Development
Index represents an important initial step in approaching
development from a psychostatic perspective. By shifting
the analytic focus from observable outputs to underlying
structural conditions, it opens a new domain of discussion and
application in developmental assessment, early intervention,
and theoretical integration within psychological science.*'?

Clinical Implications of the Psychostatic Framework

The Psychostatic Framework proposes a fundamental
paradigm shift in how psychological functioning,
psychopathology, and  therapeutic  change are
conceptualized. Rather than locating pathology primarily
at the level of symptoms, cognitive contents, or isolated
dysfunctions, this model argues that clinical phenomena
emerge from the load-bearing capacity of the psychic
structure itself. From this perspective, symptoms are not
primary targets for direct intervention, but late-stage
surface manifestations of deeper processes of structural
fatigue, imbalance, or collapse. This reconceptualization
entails a series of systematic consequences for clinical
assessment, case formulation, therapeutic strategy, and the
evaluation of treatment outcomes.™

From a Clinical Assessment Perspective: From Symptom
Mapping to Structural Mapping

Within the psychostatic framework, clinical assessment is no
longer limited to identifying symptom clusters, diagnostic
categories, or dysfunctional cognitions. The core diagnostic
task becomes the evaluation of the patient’s structural
load-bearing system—that is, the integrity, flexibility, and
compensatory capacity of the fundamental psychological
columns.

The STAT-30-4 model operationalizes this shift by providing
a systematic map composed of thirty load-bearing
psychological columns organized across four primary
structural domains. In clinical practice, this makes it
possible to generate not only a symptomatic profile but
also a structural profile. Two patients who receive the same
diagnosis according to DSM (Diagnostic and Statistical Manual
of Mental Disorders) or ICD (International Classification of
Diseases) criteria may nonetheless display entirely different
structural configurations, levels of structural fatigue, and
compensatory strategies.

Accordingly, the central clinical question shifts from merely
asking “Which disorder is present?” to the following:

“Which structural columns are under excessive load, which
have weakened or are being sustained through rigid
compensatory mechanisms, and how does the entire system
maintain this fragile equilibrium?”
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This approach makes it possible to:

1. Differentiate structural vulnerability from situational
symptom activation,

2. Detect chronic deterioration of the load-bearing system
that begins long before overt psychopathology emerges,

3. Identify silent risk architectures in individuals who appear
externally functional but are internally structurally depleted.

In this sense, psychostatic assessment functions not as a
snapshot of existing pathology but as an analysis of risk
architecture.”

From a Case Formulation Perspective: From Narrative
Coherence to Structural Balance

Classical clinical formulations often prioritize narrative
coherence, developmental history, cognitive schemas,
or emotional conflicts. While these dimensions remain
clinically meaningful, the psychostatic framework alters their
explanatory priority. The central organizing principle of case
formulation becomes the patient’s structural balance regime.

Each clinical case is conceptualized as a system attempting
to preserve structural equilibrium under irregular and often
excessive psychological load. From this perspective:

1. Maladaptive behaviors frequently function as load-
distribution strategies,

2. Personality traits often reflect long-term patterns of
structural reinforcement or excessive specialization,

3. Repetitive relational patterns function as external
scaffolding for weakened itnternal columns.

Within this framework, many phenomena described in other
theories as “resistance,” “defense,” or “secondary gain” are
reinterpreted as structural necessities: abandoning certain
patterns may place the system at risk of partial or global
collapse.

Accordingly, the clinician’s guiding question shifts from:“Why
does the patient maintain this pattern?”

to: “What load-bearing function does this pattern serve
within the current structural balance?” This approach fosters
a more cautious, less confrontational, and structurally safer
therapeutic stance.

From a Therapeutic Strategy Perspective: From Change
Orientation to Load Regulation Orientation

One of the most distinctive clinical consequences of
the psychostatic framework is its radical redefinition of
intervention logic. While many therapeutic traditions regard
change itself as inherently curative, within the psychostatic
model unregulated and poorly timed change can be
structurally destructive.

The primary goal of therapy is not direct transformation, but
structural load regulation.

This entails the following strategic shifts:

1. Prioritizing stabilization over exploration in structurally
fatigued systems,

2. Avoiding early and intensive emotional work in patients
with insufficient load-bearing capacity,

3. Interpreting regressions not as resistance but as responses
to overload,

4. Actively preventing iatrogenic (treatment-induced)
structural collapse during the therapeutic process.

From this perspective, the therapist functions less as a
“change agent”and more as a structural load engineer.

Static Stabilization-Transformation Therapy (SST) systematizes
this approach through a three-stage intervention logic:

1. Structural stabilization and load limitation,

2. Gradual redistribution of psychological weight,

3. Only thereafter, selective and controlled transformation
processes.

Within this model, silence, pacing, and non-intervention are
not passive but active strategies of structural protection.”

From a Trauma and Regression Perspective: Rethinking
Exposure and Catharsis

The psychostatic framework introduces a particularly critical re-

evaluation of trauma-focused interventions. From a structural

perspective, trauma is not merely a memory to be processed, but

a load event that exceeded the system’s carrying capacity.

Accordingly:

1. Forced emotional exposure may reproduce the original
conditions of overload,

2. Cathartic discharge does not spontaneously reconstruct
structural support systems,

3. Re-experiencing without structural reinforcement may
deepen fragmentation.

Similarly, regression is interpreted not as resistance or
avoidance, but as a protective mechanism of structural
contraction activated under excessive load.

The resulting clinical implications are as follows:

1. The first task is not to process the memory, but to rebuild
capacity,

2. Structural
excavation,

3. Certain memories should be deliberately left untouched
until the system becomes capable of carrying them."!

reinforcement must precede emotional

Relationship with DSM/ICD: A Complementary Structural

Layer

The psychostatic framework does not aim to replace existing
diagnostic systems such as DSM or ICD. Instead, it proposes a
model of vertical integration:

1. DSM/ICD=descriptive-syndromal layer,
2. Psychostatic model=structural load-bearing capacity layer.

In clinical practice, this means that two patients with the same
diagnosis may require entirely different therapeutic strategies
due to differences in their structural profiles. Diagnosis
answers the question “What is happening?”; psychostatic
analysis answers the question “What can this system carry?”
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Evaluation of Treatment Outcomes: From Symptom
Reduction to Structural Resilience

The psychostatic framework also redefines the criteria for
therapeutic success. Improvement is evaluated not solely
through symptom reduction, but through:

1. Increased structural resilience,

2. Expanded load tolerance,

3. Reduced risk of collapse under stress,

4. Greater flexibility in load distribution among psychological
columns.

A patient who still experiences anxiety but no longer collapses
under relational or occupational stress is considered to have
achieved a substantial structural gain, even if symptom scales
show only limited change.”

The Psychostatic Framework as a Form of “Structural
Ethics” in Psychotherapy

First principle: do not load what cannot yet carry.
This approach shifts the clinical focus:

1. From content to structure,
2. From change to balance,

3. From insight to resilience,

4. From expression to capacity.

In doing so, it does not propose a new school competing with
existing models, but rather a deeper architectural layer operating
beneath them—one that aims to render psychological change
not only possible, but structurally sustainable.”

Clinical Vignette 1: Structural Exhaustion Beneath an
Appearance of High Functioning

Case Description

A, a 38-year-old married man with two children, is employed in
a mid-to-upper level managerial position at a large corporation.
He presented with complaints of an increasingly pronounced
sense of burnout over the past two years, difficulty initiating
sleep, awakening in the mornings with intense mental fatigue,
marked difficulty in decision-making at work, and intermittent
episodes of anger outbursts that he reports being unable
to control. In the clinical interview, he does not fully meet
criteria for a clear major depressive episode or a severe anxiety
disorder. When evaluated within the DSM-5-TR framework, his
presentation remains situated between limited and ambiguous
categories such as “adjustment disorder” or a “subclinical
depressive presentation with accompanying anxiety symptoms.”

Despite these complaints, A's external functioning appears
largely preserved. He continues to attend work regularly,
fulfills his professional responsibilities, and maintains his
familial roles. However, in his subjective narrative, expressions
such as “l am carrying everything by clenching my teeth,
“things that | used to do effortlessly now exhaust me,” and
“with the smallest disruption, it feels as if something inside
me is going to break” are particularly striking. “This clinical
vignette is presented solely for illustrative purposes and does
not constitute empirical evidence”™

Classical Clinical Reading

A symptom-centered evaluation would most likely
conceptualize this presentation as chronic stress, burnout
syndrome, or a subthreshold anxio-depressive condition.
Intervention recommendations would therefore predominantly
focus on stress management, relaxation techniques, cognitive
restructuring, and work-life balance. Within this framework,
the clinical goal is defined as reducing symptom intensity and
modestly enhancing subjective well-being.

Psychostatic Structural Reading

From a psychostatic perspective, however, this case is
conceptualized primarily not as a “symptom picture” but as a
state of chronic and pervasive structural overload. Structural
mapping conducted within the STAT-30-4 model framework
assumes that the columns associated with the axis of “internal
balance and affect regulation” have been operating under
sustained high load for an extended period, while columns
related to “self-worth and boundary setting” have remained
functionally weak. In Als life history, patterns of assuming
excessive responsibility from an early age, extreme avoidance
of disappointing others, and deriving value primarily through
performance are prominent. From a psychostatic viewpoint,
these patterns have rendered certain columns chronically
overburdened as primary load-bearing supports, while others
have remained secondary and insufficiently developed. The
resulting structure resembles an architecture that appears
“strong and functional” from the outside, yet from within has
virtually no reserve capacity. Consequently, even relatively
minor increases in stress in recent years generate a pronounced
sense of exhaustion and fragility across the entire system.™

Implications for Therapeutic Strategy

Within the psychostatic framework, this case is approached
not primarily as a system that needs to be “changed,” but as
one whose load must be reduced and redistributed. In the
early phase, deep insight-oriented work, intensive emotional
exposure, or radical life changes carry the risk of imposing
additional burden on structural columns that are already
operating at their limits.™

Accordingly, the initial goals of the therapeutic process
become:

1. Concrete reorganization of daily life demands and the
distribution of responsibilities,

2. Implementation of external adjustments (workload,
expectations, roles) that temporarily support excessively
burdened columns,

3. Gradual structural relief interventions aimed at loosening
the patient’s compulsion to “always be strong,” while
avoiding the creation of new risks of collapse.

Within this framework, the persistence of certain symptoms
(e.g., fatigue or reduced motivation) in the short term is
interpreted not as a “failure of therapy,” but as a natural
consequence of the system still adapting to a newly emerging
load architecture.”
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The Distinctive Contribution of the Psychostatic Reading

This case concretely illustrates a core distinction of the
psychostatic model: the clinical problem here is not that “A.
no longer feels well”; rather, the fundamental issue is that A’s
psychological architecture has become structurally exhausted
to the point of being able to tolerate almost no additional
load. The symptoms are not the cause of this exhaustion, but
a late indicator of it. Accordingly, clinical success is evaluated
not solely by a reduction in subjective complaints, but by the
re-expansion of Als load-bearing capacity and the system’s
attainment of a more flexible equilibrium.”

Conclusion: Toward a New Structural Psychiatry

This article has argued that contemporary psychiatry largely
operates within a process-based and symptom-centered
conceptual framework. While this approach has significant
pragmatic value for clinical practice, it has been contended
that it remains limited in addressing the deeper structural
and developmental conditions that make psychological
functioning possible.”

Psychostatic Theory offers a different foundational
proposition in response to this limitation: the assumption
that the mind possesses a structural ontology. Within this
ontological framework, psychopathology is understood not
as a loss of function or a dysregulated process, but as the
outcome of a structural collapse or of an architecture that has
not been sufficiently constructed developmentally.*'? Such
a perspective necessitates a rethinking of the concepts of
diagnosis and treatment.

Diagnosis is no longer conceived solely as the classification
of observable symptoms, but as the mapping of structural
integrity and developmental configuration. Therapy, in turn,
ceases to be anintervention limited to symptom management
and becomes a process of structural reconstruction aimed
at repairing, strengthening, or, in some cases, constructing
psychological architecture for the first time.*'¥

This orientation does not claim taxonomic competition with
existing diagnostic and classification systems. On the contrary, it
offers them an ontological-level reading. From the psychostatic
perspective, the future of psychopathology lies not in producing
increasingly detailed lists of disorders, but in developing tools
designed to more precisely understand, define, and repair the
structures that make the human mind possible.*?

In this context, the STAT-30-4 Structural Development Index
may be regarded as a theoretical and methodological first
step toward structural psychiatry.™

What Is the Structural Development Index (STAT-30-4)?

The Structural Development Index (STAT-30-4) is a
comprehensive measurement and mapping model developed
on the basis of Psychostatic Theory. Rather than evaluating
an individual’s psychological functioning through symptom
intensity or diagnostic categories, it assesses the integrity,
balance, and reciprocal coherence of structural load-bearing
systems constructed throughout the developmental process.

This index approaches psychological health not through
the binary of “what works / what is impaired,” but through
the question: “Which structures have been sufficiently
constructed, which are partial, and which are sustained
through compensation?”

“The STAT-30-4 is currently presented as a theoretically
grounded structural mapping framework. Empirical
validation studies, including reliability and construct
validity analyses, are planned as a subsequent phase of
research.”

Theoretical Foundation

This study conceptualizes psychopathology not as a
collection of temporally disrupted processes, but as a
structural architecture that must function and can be
interpreted through clinically observable lived experiences. In
line with this perspective, the STAT-30-4 model is grounded in
the following core assumption:

Psychopathology is not the result of a disrupted process,

but rather the outcome of a structurally deficient,

imbalanced, or developmentally overloaded architectural

configuration.

The index developed within this theoretical framework:

1. Does not aim to establish diagnoses,

2. Does not generate clinical labels,

3. Conceptualizes symptoms not as primary causes, but
as secondary manifestations of underlying structural
configurations.

This  framework is positioned at the clinical-
phenomenological level and does not make claims at the
level of biological etiology or nosological classification.
Structural Components of STAT-30-4

The Structural Development Index has a three-layered
architecture:

(30) Structural Load-Bearing Columns

These are the fundamental developmental building blocks
that enable psychological functioning

(e.g., trust, attachment, self-worth, emotion regulation,
boundaries, time perception, etc.).

(4) Developmental Axes

These define the domain in which each column operates:

1. Emotional
2. Cognitive
3. Behavioral
4. Social Self-Regulatory (self-regulation)

(3) Structural Phases

These define the developmental construction level of each
column:

1. Installation Phase (predominantly ages 0-6)
2. Consolidation Phase (ages 6-11)
3. Integration Phase (ages 11-14)
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What Does the Structural Development Index Measure?

STAT-30-4 evaluates the following dimensions for each
structural column:

1. Level of structural construction

. Static balance / imbalance status

. Overload or compensatory functioning

. Structural coherence with other columns

. Degree of openness to intervention (from an SDT
perspective)

u b~ wWwN

Table 3. Theoretical Components and Functions of the STAT-30-4

Structural Development Index

Component Content Purpose of Evaluation

Trust, attachment, self-
worth, emotion regulation,
boundaries, time
perception, etc.

Structural Load-
Bearing Columns
(n=30)

Mapping the fundamental
load-bearing elements of
psychological architecture

Determining the domain
in which the structure
functions

Identifying the
developmental maturity
level of the structure

Developmental
Axes (n=4)

Emotional, cognitive, social,
behavioral, self-regulatory

Installation, consolidation,
integration

Structural Phases
(n=3)

Static Balance
Level

Balanced, fragile,
compensatory, collapsed

Evaluating structural
sustainability

Bridging structural
foundations with clinical
presentations

Structural Risk
Areas

Relational correspondences
with DSM-5-TR / ICD-11

Guiding structurally
oriented therapeutic
direction

SDT Intervention
Targets

Strengthening, load
reduction, reconstruction

Note. This index is not intended for diagnostic classification.
References to DSM-5-TR (Diagnostic and Statistical Manual
of Mental Disorders, Fifth Edition, Text Revision) and ICD-
11 (International Classification of Diseases, 11 Revision)
are used solely for the purpose of conceptual mapping of
structural vulnerability domains. In summary, the Structural
Development Index (STAT-30-4) is an original measurement
model that evaluates  psychological  functioning
independently of symptoms, through developmentally
constructed structural load-bearing systems. By mapping an
individual’s psychological architecture across 30 structural
columns, 4 axes, and 3 phases, the index aims to render
structural integrity and intervention priorities visible rather
than producing diagnostic classifications.

Appendix 1.1. (SDT) - STAT-30-4 Protocol: Description of
the 30 Structural Carrier Columns and the 4 Core Axes

Cognitive Axis: Examines the function of the column in the
individual’s processes of thinking, comprehension, memory,
and meaning-making.

Emotional Axis: Examines the column’s impact on the
individual's capacity to make contact with emotions,
recognize them, regulate them, and carry emotional
experiences.

Social Axis: Examines the column’s relationship with social
interactions, group positioning, empathic construction, and
social norms.

Table 4. STAT-30 Structural Development Index: Working Modules of the 30 Structural Carrier Columns

N Structural  Cognitive Emotional Social

Behavioral Practice Sample Clinical

Column Dimension Dimension Dimension Dimension Recommendation Questions Method
“Can you recall
Is there a belief Does anxiety Is basic distrust I, Guide the client a time when
SanEeeh in a“reliable decrease when  or excessive Tl ! through a safe- you felt safest?”  Trust imagery,
T Trust world”? How does feeling safe? dependency e place imagery and  /“Do you feel safe-place
threat perception  Capacity to self- dominantin P map where safety ~ someone could exercise
operate? soothe? relationships? : is felt in the body.  harm you right
now?”
. Map early caregiver
How are Can affection be L Behavioral . relationships (“Who Who do y0L71” Attachment
Basi el "and : 47 Clinging or outbursts driven [ h feel close to? ;
5 asic closeness”an reciprocated? detachment by jealousy eld you, who /"What does mapping,
Attachment  “belonging” Panic in response e —— e - understood you, closeness mean  caregiver
conceptualized?  tointimacy? P ’ e TE wh%r,f;ade you to you?” narrative
wait?”).
“ e “What do you
- Self-sabotage, Create a“3 positive 2 n
. . Excessive ; g : think about Self-belief
Is self-value tied to Capacity for self- excessive - 3 negative self- ,, ;
i selforth success/failure? compas);ion? depen’dence On " self-sacrifice, or descrigtors"word )l/ourself?' / SIEIENTES, e
others’approval? el e - e When did you  critic work
9 Y p- feel worthless?”
: Dominant : - “ “How is your
How is the body : Does body Eating, hiding, Body scan and “safe : -
4 Egrci)éption described? Sense iizlmgsa%ection perception affect  displaying place in the body” :/Silfrfl)?ga?lp Bmc;c:)y scan, body
? 4 . i ions? iors?
of lack or excess? or anger? social relations? behaviors? work. body?”
A Fixati h Does time P N “How do past, Timeli
Time re past-present-  Fixation on the management rocrastination, o ) present, and imeline,
5 Perception future links past or future- affect acceleration, Timeline exercise. B i c'onnect chronological
? i iety? ing? i
coherent? oriented anxiety? relationships? freezing? for you?” narration
Anger, fear, . - .
3 i ! Excessive Practicing saying u Role-play,
o Boundey  lstheselother  pISuMIeT  sbiytosmyno complanceor  poimegnal YOS boundary
S aggression? boundary work. : exercises
’ " “Can you .
7 Capacity for Szqusg}eﬁfir\fes e E:;g;';::; E)r::glljgittg)tligiegrfor Helping behavior Role-reversal understand ?:I:?ﬁ;catg:ct
Empathy : or indifference?  technique. what others el
understood? present? avoidance? mirroring

feel?”



Mesut Kolce, The STAT-30-4 structural development index

230

Table 4. STAT-30 Structural Development Index: Working Modules of the 30 Structural Carrier Columns (Cont...)

No Structural Cognitive Emotional Social Behavioral Practice Sample Clinical Method
Column Dimension Dimension Dimension Dimension Recommendation Questions
Does the Anger/anxiety Participation— Isolation or . “Where do .
8 gg?;ﬁ (72 individual feel part in response to avoidance excessive E;gate el you feel you rSnoaCIalikr)]ond
9ing of a group? exclusion? patterns? conformity? P belong?” pping
- ] Does loss of Is meaning Passivity or o ; Values mapping,
9 if:ar;?nfor ﬁf;'g,?i’rfo ?;tlri;l;l?ne meaning lead to  derived from compulsive Life-line exercise. \(/)VJ‘ |arf ﬁflé'g,es Frankl-based
9 9 : hopelessness? relationships? searching? Y : inquiry
. . . . - Avoidance of
Access to Capacity for Anxiety or relief  Voice suppression - L “Can you hear - -
10 One’sOwn  authentic self- when using one’s in the presence of (e)):Fé:(eCSeSSI;Ce {/;Eg;eg(s:‘ctizssd what you truly VAvl:ittci)rE)lographmal
Voice expression? voice? authority? talking? : want?” 9
; . Suppression . Acting out “What are you .
11 FE{gL%tlcr)\?tion ﬁ:nmzr&w7ot|ons be  oremotional gﬁfﬁ?gzst? share o otions Emotion card work. feeling right Fa?gltil:nal
9 ’ flooding? ’ behaviorally? now?” 9
12 Self- Ability to reassure Eﬁcht\ilg:?;ffter fco?,r:)fﬁ;tngleed Self-harm, Breathing and “Canyoucalm  Self-compassion,
i 7 2 A " .
Soothing oneself? ST regulators? substance use? sensory regulation. yourself? breathing
T Escape, “How do you
13 Reality Reality—fantasy A e eIy Are relationships  dissociation, Reality-testing know what'’s Grounding in the
Perception distinction? detpachment7 9 affected? paranoid techniques. happening is present
’ patterns? real?”
14 Sense of Who holds Anxiety or relief g??&[)orlrilizsgive Obsession, Control inventory ~ “Whatcanyou Internal locus of
? i ? ina? i ?” i
Control control? in loss of control? e overplanning? exercise. control? control mapping
15 Value Capacity to Feelings of l;jee\giﬁztt'i%r;/ Iogrnccl)irrlmg?n g X?ilgr?:izati - “What do you Value-focused
ibuti ? ? o ol
Attribution  generate value? worthlessness? cycles? P o value? writing
“How do you
Grief and Conceptualization Denial, anger, Seeking support  Avoidance, S feel when
e Loss of loss? quilt? or withdrawal? freezing? Grief timeline. you lose Farewell letter
something?”
17 Shame Interpretation of ~ Panic, freezing,  Shame as social Hiding or Shame narrative d\g”xr:g?;guu Compassionate
7 ? i ? ing? o i
Tolerance shame? anger? stigma? attacking? work. feel ashamed?” 'é-harration
“What do you
Coping with  Definition of Learning or guilt Relational Denial, excessive . . tell yourself .
18 Mistakes mistakes? response? rupture? apologizing? Mistake journal. when you make Forgiveness work
a mistake?”
Pri n A Emotional Violating or Over-sharing . u
19 hrnvacy leferenflanon ?f response to protecting or excessive SR P What7|?,elongs Boundary circle
Awareness  personal space? intrusion? [Sp—— secrecy? exercise. to you?
20 gebrsc;exle: Sense of being Anxiety, shame,  Social stage Hiding or Role-playing “Do you feel Ter @ mEk
Eye 9 watched? or pleasure? behavior? exhibitionism? exercises. watched?”
Mental Capacity for . . S . “Do you
. ) Ao des Enjoyment or Capacity for Rigidity or Story-completion . - .
21 Construction imaginative IS P, A : imagine Fairy-tale therapy
and Play e e anxiety? cooperation? creativity? exercise. stories?”
. - . " Avoidance “Canyou : :
Capacityto  Ability toimagine Hope or A L : Imaginal time
22 3 : ; , Sharing dreams?  or fantasy Future-self exercise. imagine your
Dream the future? disappointment? i future?” work
. . . . “What do you .
Coping with  Perception of : 2 ; , Avoidance/ " : : Distress tolerance
23 Difficulty hardship? Panic or hope? Seeking support? freezing? Resilience journal. ggtv;/]r;?gﬁhmgs —
Risk and ; Reckless or S “How do you
24 Boundary Risk awareness? Eﬁf('it:tmfnt ol Group influence?  overprotective 2;25322"”9 know whento  Behavioral matrix
Regulation Y behavior? : stop?”
25 Emotional iSne\:zgtt:\cw)gnotf 2?535:& Continuity in Qfgcg’(_)nment Analysis of dtl)o%jtgtgg?ﬁd Emotional load
- L :
Investment targets? bonding? relationships? commitment? investment areas. relationships?” assessment
Orientation Kl E f A C | |denti . “How d Identi
26 (identity- entity ase of cceptance or oncealment or entity-writing owdoyou - Identity
Role) definition? expression? exclusion? exhibition? exercise. define yourself?” statements
] — “When do ;
Balance and , Distress when Synchronization . 5 " . Sleep-emotion
27 Rhythm Sense of rhythm? disrupted? T e Rigidity or chaos? Routine charting. %c])}l,,lﬂtonss’your tracking
Possession . . “What does .
; Sense of Feelings about e ,  Hoarding or . : Object-based
28 and Letting ownership? loss? Ability to share? relinquishing? Letting-go ritual. letting gomean /-
Go to you?
. . . . “What does
Jealousy and SR Anger, shame, Relational Comparison, Justice scenario X .
2% Fairness sense of justice? 1 Stivation? fairness? blaming? work. ;%Lrgsss meanto Equity game
. Patience in Abrupt quitting
30 galltéerr_;_ic; a (F;:ﬁecnetsasti — Impatience? long-term or excessive Waiting exercise. “Can you wait?” Delay tolerance
’ relationships? endurance?
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Behavioral Axis: Evaluates the column’s effect on observable
behavior, including reactivity, avoidance, and repetitive
behavioral patterns.

Note: For each column, specific therapeutic intervention
techniques, play therapy materials, body-based sensory work,
and restructuring questions to be used during the therapeutic
process should be adapted according to the client’s age, type
of trauma, and the course of therapy.

Appendix 1.2. Practice Guide for Working with Clients
Across the Four (4) Core Axes

1. Cognitive Axis (Cognitive Map)

Represents the column’s position within the client’s thought
system. This axis focuses on how the client makes sense
of events, belief systems, internal dialogues, and cognitive
distortions.

Exploratory Questions for the Client:

- “What is the first thought that comes to mind about this
issue?”

« “Is this thought truly yours, or did you learn it from others?”

« “When did you start thinking this way?”

« “"How does this thought affect you?”

Observation Areas:

- Negative core beliefs (e.g.,“l am worthless")
- Overgeneralization, labeling, mind-reading
- Disconnection between thought and emotion

2. Emotional Axis (Internal Emotional Map)

Demonstrates the column’s influence on the client’s
relationship with emotions. Which emotions are allowed,
suppressed, excessively carried, or denied are evaluated
along this axis.

Exploratory Questions for the Client:

+ “What do you feel about this?”

« "Where in your body do you feel this emotion?”

« “Do you allow this feeling, or do you suppress it?”
« “Is this emotion difficult for you, or is it familiar?”

Observation Areas:

« Level of tolerance toward emotions
« Emotional numbing or emotional flooding
« Regulation skills (capacity to cope with emotions)

3. Social Axis (Relational Dynamics)

Examines the column’s function in the individual’s social
relationships, social identity, and positioning within groups.
Social bonding, boundary-setting, and role-taking are
associated with this axis.

Exploratory Questions for the Client:

« “"How do you feel when forming relationships with others?”
+ “"How do you think others perceive you?”

+ “What do you do when you disagree with others?”

« “What happens in your inner world when you are alone?”

Observation Areas:

« Excessive compliance or social withdrawal
- Need for approval, externally regulated self-concept
- Difficulty saying no, avoidance of conflict

4, Behavioral Axis (Action Map)

Explores how the column manifests in the individual’s
observable behaviors. Automatized actions, avoidance
responses, impulsivity, and rituals are evaluated within this
axis.

Exploratory Questions for the Client:

« “What do you usually do in situations like this?”

« “How do you feel after this behavior?”

« “Would you do the same thing again in a similar situation?”
- “Are there moments when you can stop yourself?”

Observation Areas:

« Repetitive and dysfunctional behavioral patterns
- Impulsive and/or avoidant behaviors
« Disconnection between action and emotion

Practitioner’s Note

When working with a client, it is not mandatory to assess all
four axes comprehensively within a single session. If intense
emotions are present, it may be appropriate to begin with
the emotional axis; if cognitive defenses are dominant,
initiating work through the social or behavioral axes may be
more effective. When the client’s regulation capacity is low,
beginning the process with bodily sensations (e.g.,“Where do
you feel this in your body?”) can be particularly beneficial.

Appendix 2
Appendix 2.1. How the (30-Column) Structure Is Used in
Therapy

This question lies at the very core of Psychostatic Theory'’s
claim of a clinical revolution.

Because these 30 columns do not exist to measure—they
exist to directly repair structure.

1. Fundamental Principle

SDT does not treat symptoms K it repairs the carrier column.

Anxiety, depression, anger, addiction, relational
problems=These are surface manifestations of column
collapse.

Stage 1 — Structural Mapping

The therapist scans the client through three pathways:

1. Clinical interview
2. STAT-30-4 assessment form
3. Life history + relational patterns + crisis history

Then determines:

1. Which columns are intact
2. Which columns are weakened
3. Which columns have collapsed
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A structural map is constructed.

This means:

Not “There is depression”

But:

“Self-worth + Hope + Internal Coherence columns have
collapsed.”

Stage 2 — Structural Triage

As in architecture:

A cracked wall is not repaired before the load-bearing
column.

Example:
A client who

1. Cannot self-soothe
2. Has no impulse control
3. Has impaired reality testing

In such a client:

X Trauma work is not initiated

K Insight is not deepened

& Regulation columns are strengthened first

Stage 3 — Column-Specific Intervention
Each column has:

1. Its own language of breakdown
2. Its own pathway of repair
3. Its own SDT protocol

Example: Collapse of the Self-Soothing Column
Symptoms:

1. Emotional flooding

2. Panic

3. Self-harm
4. Addictions

SDT Intervention:

1. Therapeutic lending of regulation

2. Body-based nervous system training

3. Micro-balancing exercises
Transition from external regulation - internal regulation

Example: Collapse of the Self-Worth Column
Symptoms:

1. Shame

2. Feelings of worthlessness

3. Relational submission

4. Approval dependency

SDT:

1. Internal architectural reframing

2. Structural role reconstruction

3. Self-spine exercises
4, Separation of “value # performance”

Example: Collapse of the Boundary Column

Symptoms:
1. Inability to say no

2. Exploitative relationships
3. Fusion

4. Identity erosion
SDT:

1. Self-other differentiation protocols

2. Micro-boundary practices

3. Relational architecture reconstruction
Stage 4 — Structural Integration
Repaired columns:

1. Are reconnected

2. Share load appropriately

3. Enable the psychological structure to become self-
supporting

Goal: A psychological structure that can stand without the
therapist.

How Does Therapy Progress Session by Session?
The hidden question of every session:

“Which column are we strengthening today?”

A session is:

1. Not an insight conversation
2. A structural intervention operation

Table 5. Differences Between SDT and Classical Therapy

Classical Therapy SDT

Symptom Structure
Content Carrier system
Interpretation Repair
Awareness Stabilization
Talking Reconstruction

30 Columns=30 Clinical Entry Gates
Each column is:

1. An assessment axis

2. Anintervention target

3. Arecovery indicator

4. A prognostic determinant

Core strength: “In SDT, therapy is not about understanding
through talking — it is about restoring the structure’s capacity
to carry itself”

Appendix 2.3. Clinical Use of Structural Columns in
Psychostatic Theory Within the STAT-30-4 Model

This section outlines how the 30 structural columns
defined within STAT-30-4—the clinical application model
of Psychostatic Theory—are used as tools for assessment,
intervention, and prognosis in psychotherapy. The SDT
(Static  Balancing-Transformational Therapy) approach
conceptualizes psychopathology not as symptom clusters,
but through the functional integrity of the core columns that
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carry the individual’s psychological structure. The therapeutic
process is defined as a four-stage clinical architecture
aimed not at symptom reduction, but at reconstructing the
structural carrier systems.

Appendix 2.3.1. Theoretical Framework

According to Psychostatic Theory, psychological functioning
is built upon an internal architecture carried by 30
interconnected  structural columns. These columns—
such as self-worth, attachment, boundary formation,
self-soothing, time perception, and empathic capacity—
constitute the carrier systems that enable psychological
continuity. Psychopathology is conceptualized as secondary
manifestations emerging from structural weakening or
collapse in one or more of these columns.

Appendix 2.3.2. Clinical Process: The STAT-30-4 Model

In SDT, the therapeutic process unfolds across four core
stages:

1. Structural Mapping:

Identifying which columns are intact, weakened, or collapsed
through clinical interviews, developmental history, and the
STAT-30-4 assessment tool.

2. Structural Prioritization (Structural Triage):

Addressing the most critical columns sustaining the
psychological structure rather than focusing on symptoms.

3. Column-Specific Intervention:

Applying column-specific intervention protocols (e.g., self-
soothing, boundary reconstruction, rebuilding the self-worth
spine).

4. Structural Integration:

Reintegrating repaired columns into a functional balance.

This approach defines psychological healing through structural
sustainability rather than symptom elimination. The therapeutic
goal in SDT is for the client’s psychological structure to become
self-supporting without therapist assistance.

Appendix 2.3.3. Structural Intervention Method in SDT:
Clinical Work Through 30 Columns

In Psychostatic Theory, therapy is not a content-analysis-
based conversational process, but a systematic structural
intervention aimed at reconstructing the psychological
architecture. The client’s psyche is understood as a structure
sustained by 30 foundational carrier columns.

The central therapeutic question is:
“Which columns in this client can no longer carry load?”
Appendix 2.3.4. Methodological Stages
1. Structural Mapping: Determining which columns are
functional, weakened, or collapsed.
2, Clinical Prioritization: Initially addressing regulation and
reality-related columns that enable psychological stability.
3. Column-Focused Intervention: Applying column-
specific SDT techniques.

4, Structural Integration: load

repaired columns.

Redistributing across

Methodological Principle

In SDT, sessions are not thematic — they are structural. Each
session targets the strengthening of a specific column.

Appendix 2.4. STAT-30-4 Clinical Application Guide
Appendix 2.4.1. Core Clinical Principle

In SDT, the goal is not symptom reduction, but restoring the
structure’s capacity to carry itself.

A. Assessment

1. Clinical interview
2. Developmental history
3. STAT-30-4 Structural Profile Form

Outcome:

« Intact columns
« At-risk columns
« Collapsed columns

B. Therapy Planning
Columns are grouped into three categories:

1. Emergency Stabilization Columns
(self-soothing, reality, boundaries)

2. Structural Spine Columns
(self-worth, attachment, internal coherence)

3. Growth and Expansion Columns
(meaning, orientation, productivity)

C. Intervention

The clinical goal of each session:

“Which column will be strengthened today?”
Each column has:

1. Clinical breakdown indicators
2. Intervention tools

3. Progress criteria

4. Stabilization metrics

D. Therapy Termination Criterion

Can the client carry their psychological load without the
therapist?
If yes = the structure is considered stable.

Appendix 2.4.2. SDT - Column Intervention Protocol
Template

For each column:

1. Structural Function

. Indicators of Disruption

. Clinical Target

. Intervention Tools

. In-Session Micro Techniques
. Progress Criteria

. Stabilization Metrics

NoOunnp,WN
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Tablo 6. Psychostatic (SDT) versus Other Therapy Approaches

. q Psychostatic Theory (SDT/ CBT (Cognitive .

Dimension 30-4 Axis) Behavioral Therapy) Psychoanalysis Schema Therapy EMDR

Theoretical ~ Psychostatic + structural Learning theory + Freud’s structural model CBT + Attachment + Information processing

Basis psychiatry, 30-4 axis cognitive schemas (id-ego-superego) Psychodynamic model (trauma
assessment memory)

Focus Personality structure, Present thoughts and  Unconscious processes and  Early maladaptive schemas  Traumatic memories
functionality, psychosocial behaviors childhood conflicts and maladaptive patterns  and sensory/body
stressors traces

Goal Understand personality Symptom reduction,  Gain insight, resolve Transform unhealthy Reduce emotional load
structure, holistic assessment  improve functioning  unconscious conflicts schemas of traumatic memory

Duration Medium-long term Short-medium term  Long term (may take years) Medium-long term Short-medium term

(10-20 sessions)

Techniques  Clinical interview, axis-based Exposure, cognitive Free association, dream Schema mode work, chair Eye movements,
analysis restructuring analysis, transference techniques bilateral stimulation

Client Role ~ More observation and insight  Active, homework, Speaking, exploring the Participates in emotional Engages in trauma

collaborative unconscious re-experiencing reprocessing

Expected Increase personality Symptom reduction,  Deep personality change, Schema transformation, Trauma neutralization,

Outcome adaptation, holistic improved quality insight strengthen healthy adult relaxation

understanding of life

mode

Appendix 2.4.3. Psychostatic (SDT) versus Other Therapy
Approaches

1. Psychostatic Theory (SDT) = Provides a more diagnostic-
analytic framework, aiming to understand personality
structure holistically.

2. CBT - Practical, short-term, “here-and-now” oriented.

3. Psychoanalysis - Explores origins and unconscious
conflicts; very long-term.

4. Schema Therapy - Combines CBT and psychoanalysis,
more emotional and attachment-based.

5. EMDR - Trauma-focused, fast, and goal-oriented.
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