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Interpersonal Psychotherapy (IPT), a time-limited,
manualized psychotherapy, was first designed for the

treatment of individuals with nonbipolar, nonpsychotic ma-
jor depression (1). Currently, the Canadian and American
Psychiatric Associations recommend IPT as a treatment for
depression (2,3). Empirical evidence supporting its efficacy
has grown since its early use, as has the breadth of its clini-
cal application (4,5). This article reviews the principles and
objectives of this type of treatment along with the relevant
research supporting its efficacy. The model is briefly de-
scribed, and the phases of therapy and the focal interper-
sonal strategies are discussed.

Klerman, Weissman and others (1,4) emphasized the sci-

entific core of psychotherapy by articulating IPT in a

research context and establishing its efficacy with empiri-

cal data. However, its practice remains an art (1,4,5).

Bowlby commented that the practice of psychotherapy

“requires all the intuition, imagination, and empathy of

which we are capable. But it also requires a firm grasp of

what the patient’s problems are and what we are trying to

do” (6, p 57). In IPT, we focus on the patient’s problems

of depression and interpersonal distress. Psychiatric ill-

ness occurs in a social context with interpersonal ante-

cedents and consequences. While recognizing the role of

biological and psychological factors in the causation of

and vulnerability to psychiatric problems, IPT focuses on

social factors and current interpersonal problems. The

treatment goal of IPT—what we are trying to do—is to

alleviate patients’ symptoms with specific focus on inter-

personal relationships as a point of intervention (1,2,5)

(Figure 1).

The Interpersonal Fulcrum
Patients can experience depression when relationships are

disrupted or unsatisfying (1,4–8). Once suffering from

depression, patients often become more disengaged from

their social network and develop a sense of helplessness

(9–11). This in turn can perpetuate isolation and passivity

in individuals already suffering from depression. The goals

for such patients are to help them break this cycle so that

they can selectively and more effectively engage interper-

sonally in a way that bolsters their connections, affiliation,

and sense of agency with their social environment.

IPT focuses on interpersonal (1,2,6) rather than

intrapsychic or cognitive aspects of depression; it uses the

biopsychosocial model (12) that frames depression as a

medical illness occurring in a social context. Grounded in

interpersonal theory (6,7,9,10) and the belief in the central

importance of relationships for survival and adaptation

(6,8), IPT integrates biological and psychosocial

approaches into a practical, present-oriented and effective

treatment (Figure 2). Stemming from the works of

Sullivan and Bowlby, IPT places its emphasis on the rela-

tional aspects of individual experience (1,4). Stuart, Rob-

ertson and others (6,13,14) expanded and integrated

psychological theories of attachment and interpersonal

communication in their research and application of IPT.

Stuart and Robertson state that, “psychological problems

occur, and interpersonal relationships break down, when

an individual’s needs for attachment are not being met.
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Suitability Criteria

� Nonpsychotic, nonbipolar major depression in

which the onset is associated with life events

Goals of Treatment

� To remit depression, alleviate interpersonal

distress, and assist patients to build or better utilize

social supports

Those who are less likely to be helped by a time-

limited, structured treatment include patients with a his-

tory of severe and complex trauma and those with pro-

found disturbances in personality functioning (5, p. 42)

Figure 1 IPT for depression

(CPA Bulletin 2003;36[1]:15–19)



This can occur both when the individual cannot effec-

tively communicate his or her needs to others and when

his or her social support network is incapable of respond-

ing adequately to his or her needs.” (5, p 16) Attachment

theory proposes that relationships are both adaptive and

crucial for survival (6,8). Bowlby described different

types of attachment: secure and insecure. Securely

attached individuals usually have had sufficient positive

early relational experiences and are able to trust others.

Insecurely attached individuals often have a history of

parental misattunement, neglect or abuse in their signifi-

cant relationships. These early attachment paradigms

become “internal working models” that guide the individ-

ual’s relational perceptions, expectations and behaviours.

Maladaptive patterns of communication can result from

insecure attachment and interfere with contemporary rela-

tionships. Although it is not realistic to expect to change

an internal working model of relationships or attachment

style in a brief therapy, one of the tasks of IPT is to help

patients communicate their needs and emotions more

effectively. This can result in a positive experience of cur-

rent needs being met, of inter-

personal mastery and of differentiation—what was true

then and there is not necessarily so here and now. IPT

aims to help patients evaluate expectations and improve

communication in current relationships.

Kiesler’s contemporary interpersonal communications

theory (10) also springs from Sullivan and Bowlby’s

work; it offers a helpful way to further understand and

examine interpersonal forces and communication. Kiesler

conceptualizes interpersonal patterns of “circular causal-

ity,” in which individuals continually affect and are

affected by others through their interactions. When rela-

tionship problems occur, they can be exacerbated by an

automatic, rigid style of communicating that pulls inad-

vertent, unwished for responses from others (10, p. 238).

In IPT, the therapist closely examines communication and

tries to help patients to expand their interpersonal reper-

toire of behaviours, balancing selective affiliation, inter-

personal flexibility and a sharing of responsibility in their

current relationships.

What Happens in a Course of IPT for

Treatment of Depression?

Beginning Phase

The therapy has three phases. In the beginning (sessions 1

to 3), a psychiatric assessment focuses on interpersonal

relationships to assess suitability and establish the focus

of the therapy. The need for medication is evaluated and

depression is discussed as a medical illness in a social

context, with interpersonal antecedents and sequelae. The

focal problem areas are derived from research on the

determinants of health and disease. This research has

demonstrated the protective function of interpersonal sup-

port (15,16), as well as the associations between inter-

personal adversity and depression (17–21). The focus of

therapy is determined according to the current interper-

sonal problems that appear to be most related to the onset

and perpetuation of the individual’s current depressive

episode. The goals are then explained to the patient: to

remit depression and to help resolve the selected inter-

personal problem area(s), thereby instilling positive

expectations. With more complex patients or patients with

severe and chronic depression, combined treatment with

medication is often recommended (1,4,22).

Middle Phase and the Focal Problem Areas

IPT focal areas guide therapeutic interventions through

the middle phase of therapy, linking symptoms and affect

to interpersonal events, losses, changes or isolation.

Klerman, Weissman, and others (1,4) offer direct content

guidelines to frame life experiences into four main focal

16 CPA Bulletin de l’APC—February 2004 février

Figure 2 What is Interpersonal Therapy?



areas: inter- personal disputes, role transitions, bereave-

ment and interpersonal deficits. In addition to focusing on

specific goals, throughout its course the therapy highlights

interpersonal patterns linked with dysphoric mood. Rela-

tionship expectations and communication are examined to

develop social supports and a more effective interpersonal

behavioural repertoire, in which empathic responsiveness

and clearer expression of emotions and needs are encour-

aged (Figure 3).

Interpersonal Disputes. These are defined as

“nonreciprocal role expectations” with significant others

(for example, a marital dispute) and are often accompa-

nied by poor communication or misaligned interpersonal

expectations. During the course of therapy, behaviour pat-

terns are often revealed in which the patient interacts with

significant others in such a way as to inadvertently exac-

erbate conflicts through acts of commission or omission.

Different ways of understanding and communicating

within relationships are explored to facilitate more satis-

factory interpersonal relatedness. In some instances,

patients will decide to end relationships, and the focus of

the therapy then shifts to role transition.

Role Transitions. These involve life events that lead to sig-

nificant interpersonal changes. Examples might include

becoming a new parent, moving, changing jobs, ending a

relationship or adjusting to a loss of functioning. The tasks

of the therapy involve systematically exploring both posi-

tive and negative aspects of the old role in addition to

examining the challenges and opportunities of the new role.

Bereavement. This focus is chosen in IPT when the onset of

major depressive disorder coincides with the death, or an

anniversary event related to the death, of a significant other.

Ambivalence is typical in these relationships, yet the lost

other is sometimes idealized. Therapy facilitates grieving

and examination of the relationship’s positive and negative

aspects to achieve a more realistic view of the lost loved

one. In the latter stages of the treatment, patients are

encouraged to replace aspects of what was lost in the rela-

tionship and begin to move forward in their lives.

Interpersonal Deficits.

This final focal area is

chosen when specific life

events coinciding with the

onset of the depression are

absent, particularly for

individuals who have dif-

ficulty forming or sustain-

ing relationships. These

patients are often interper-

sonally hypersensitive (5,

p. 209,18). Since they

have few relationships in

their social network, the

therapeutic relationship

can be used to build social

skills through role plays.

Ending Therapy

In the concluding, or termination, phase of IPT, therapeu-

tic gains are reviewed and consolidated along with contin-

gency planning in the event of a recurrence of depression.

Normative sadness is differentiated from clinical depres-

sion, and the feelings associated with the ending of ther-

apy are openly discussed. In the spirit of not leaving

things unsaid as the therapy comes to an end, this is

opportunity for a “good goodbye” and for exchange of

honest feedback. If the therapy has failed to achieve the

goals of remitting the depression, one might contract to

extend the course of treatment or re-evaluate it and sug-

gest sequencing with a different form of treatment. In

research protocols for acute major depression, the course

of treatment is usually 12 to 16 once-weekly sessions;

however, some authors suggest a tapering schedule and

maintenance monthly sessions, especially for individuals

with chronic or recurrent depression (4,5,23).

The Evidence

An undeniable strength of IPT is the evidence supporting

its efficacy. Positive expectations predict better therapy

outcomes, and IPT research shows encouraging results.

As clinicians, we can confidently recommend IPT for

treatment of major depressive disorder. Most randomized

controlled trials of IPT focus on its efficacy as a treatment

for depression. Research focusing on its effectiveness and

applicability to other psychiatric conditions is still in its

infancy, as is research examining the mechanisms under-

lying this approach. For a comprehensive review of IPT

research, the reader is directed to Weissman, Markowitz

and Klerman (4) or Stuart and Robertson (5).

The National Institute of Mental Health Treatment of

Depression Collaborative Research Program (NIMH-

TDCRP, 24), still regarded as the gold standard for psy-

chotherapy efficacy research, catalyzed the development

of IPT. The NIMH-TDCRP compared IPT, CBT,

imipramine and a placebo–clinical management arm for

the treatment of patients with major depression. IPT was

found to be superior to placebo and equal to CBT and

CPA Bulletin de l’APC—February 2004 février 17

• Interpersonal Disputes—Non-reciprocal role expecta-

tions with a significant other

• Role Transitions—Life changes leading to a change

in one’s interpersonal role and sense of self in a new

context

• Grief—Prolonged, complicated bereavement

• Interpersonal Deficits—Paucity of supports; Absence of

life events; Interpersonal sensitivity

Figure 3 The interpersonal focal areas



imipramine for mild-to-moderate depression. There was

some evidence that IPT was superior to CBT for individu-

als with severe depression (25). IPT has since been found

to be an effective treatment for depression patients from

adolescence (26) to late life (27), for women with

postpartum depression (28,29) and for patients with medi-

cal comorbidity (30,31). As well, group IPT has recently

been tested in a large randomized controlled trial for

patients in Uganda with major depression or sub-

syndromal depression and found to be highly efficacious

(32). For patients with recurrent depression in the contin-

uation and maintenance phases of treatment, “low-dose,”

once-monthly maintenance IPT can reduce relapse rates

and prolong periods between depressive episodes (23,33).

IPT has also been found moderately beneficial for patients

with dysthymia (34,35). The model has been adapted for

other populations, including patients with eating disorders

(36,37), social anxiety (38) and bipolar disorder (39).

Clinical Dissemination and Training

Opportunities
The clinical dissemination of IPT has been slower than its

research development. As a clinical intervention, it is

becoming more widely used, especially in Europe, Aus-

tralia and, increasingly, in Canada. IPT is included in

many Canadian postgraduate psychiatry residency train-

ing programs: opportunities exist for continuing education

(CE) courses through McMaster University, University of

Ottawa and University of Toronto, and at the Canadian

and American Psychiatric Association meetings. As well,

the International Society of Interpersonal Therapists is

hosting a conference in June 2004 in Pittsburgh, Pennsyl-

vania, at which time both basic and advanced training in

adaptations to the model will be offered (see

www.interpersonalpsychotherapy.org). To acquire clinical

competency in IPT, ongoing clinical supervision is rec-

ommended in addition to a didactic CE course.

Discussion
A strength and challenge of IPT is that it is manualized.

Manuals clearly articulate therapy goals and standardize

techniques, allowing for comparative psychotherapy

research. As well, the techniques are put into practice with

adherence ratings that can be measured and evaluated—an

especially important element in this age of accountability

with increasing attention paid to achieving and maintaining

competence (40). Adherence is a necessary but not suffi-

cient aspect of therapeutic competence (41,42). To achieve

a good outcome and be competent in the application of IPT,

therapists must be able to use the principles of the model

while maintaining a good alliance. This requires the flexi-

bility to be responsive to the affectively charged material

that emerges in each psychotherapy hour.

Although there is a strong empirical base for IPT, strin-

gent inclusion and exclusion research criteria might limit

the generalizability to clinical settings where one tends to

see more complex patients with comorbidity. Research is

underway to establish the effectiveness of IPT, and

clinical experience supports its utility in community prac-

tice (5). The brief therapies are not suitable for all

patients. However, their brevity and power allows clini-

cians to potentially help greater numbers of patients who

suffer from prevalent and disabling public health-care

problems such as depression (43). The challenge is to

increase specificity in prescribing the different

psychotherapeutic modalities so that we can better deter-

mine which patients are most likely to benefit

IPT offers useful therapeutic guidelines to assist clinicians

to help patients with depression and commonly distress-

ing interpersonal problems. The interpersonal fulcrum can

effectively act as a lever to motivate adaptive changes and

functional improvement. The evidence for IPT’s efficacy

for treatment of depression provides a strong empirical

foundation to support its implementation as articulated in

clinical practice guidelines (2,3). The research results

regarding applications of IPT to other clinical populations

are promising. It is hoped that this evidence-based

psychotherapy will be increasingly embraced and trans-

lated into clinical practice.

Acknowledgement
I am extremely grateful to Dr. Molyn Leszcz and

Dr. Scott Stuart for their help with this manuscript.

References
1. Klerman GL, Weissman MM, Rounsaville BJ, Chevron ES.

Interpersonal psychotherapy of depression. New York: Basic Books;

1984.

2. Segal ZV, Whitney DK, Lam RW, and the CANMAT Depression

Work Group. Clinical guidelines for the treatment of depressive dis-

orders: psychotherapy. Clinical guidelines for the treatment of de-

pressive disorders. Can J Psychiatry 2001;46(Suppl 1):29S–37S.

3. American Psychiatric Association. Practice guideline for major de-

pressive disorder in adults. Am J Psychiatry 1993;150(Suppl):1–26.

4. Weissman MM, Markowitz JW, Klerman GL. Comprehensive guide

to interpersonal psychotherapy. New York: Basic Books; 2000.

5. Stuart S, Robertson M. Interpersonal psychotherapy: a clinician’s

guide. London: Arnold; 2003.

6. Bowlby J. A secure base: parent–child attachment and health human

development. New York: Basic Books; 1988.

7. Sullivan HS. The interpersonal theory of psychiatry. New York:

Norton; 1953.

8. Bowlby J. Attachments and loss. New York: Basic Books; 1973.

9. Joiner T, Coyne JC, Blalock J. On the interpersonal nature of de-

pression: overview and synthesis. In: Joiner T, Coyne JC, editors.

The interactional nature of depression. Washington (DC): American

Psychological Association; 1999. p 3–19.

10. Kiesler DJ. Contemporary interpersonal theory and research: person-

ality, psychopathology, and psychotherapy. New York: John Wiley

and Sons; 1996.

11. McCullough JP. Treatment for chronic depression: cognitive behav-

ioural analysis of psychotherapy (CBASP). New York: Guilford

Press; 2000.

12. Meyer A. Psychobiology: a science of man. Springfield (IL):

Charles C Thomas; 1957.

13. Cristi C, Ravitz P, Leszcz M. Integrating interpersonal theory with

interpersonal psychotherapy. Poster presented at Society of Interper-

sonal Theory and Research Conference; 2001; Montreal (QC).

18 CPA Bulletin de l’APC—February 2004 février



14. McKay M, Ravitz P, McBride C, Bagby M. Changes in interper-

sonal functioning foloowing interpersonal psychotherapyvs

pharmacotherapy:mood-state dependent or modality-specific. Poster

Presented at Association for Anxiety and Behavior Therapies Con-

ference; 2003; Boston (MA).

15. Henderson S, Byrne DG, Duncan-Jones P. Neurosis and the social

environment. Sydney (AU): Academic Press; 1982.

16. Henderson S. The social network, support, and neurosis: the func-

tion of attachment in adult life. Br J Psychiatry 1977;131:185–91.

17. Brown GW, Harris TO. Social origins of depression: a study of psy-

chiatric disorders in women. London (UK): Tavistock; 1978.

18. Weissman MM, Paykel ES. The depressed woman: a study of social

relationships. Chicago (IL): University of Chicago Press; 1974.

19. Brown GW. Genetic and population perspectives on life events and

depression. Soc Psychiatry Psychiatr Epidemiol 1998;33:363–72.

20. Walker K, MacBride, Vachon M. Social support networks and the

crisis of bereavement. Soc Sci Med 1977;11:35–41.

21. Maddison D, Walker W. Factors affecting the outcome of conjugal

bereavement. Br J Psychiatry 1967;113:1057–67.

22. Thase ME, Greenhouse JB, Frank E, Reynolds CF III, Pilkonis PA,

Hurley K, and others. Treatment of major depression with psycho-

therapy or psychotherapy-pharmacotherapy combinations. Arch Gen

Psychiatry 1997;54:1009–15.

23. Frank E, Kupfer DJ, Perel JM, Cornes C, Jarrett DB, Mallinger AG,

and others. Three-year outcomes for maintenance therapies in recur-

rent depression. Arch Gen Psychiatry 1990;47:1093–9.

24. Elkin I, Shea MT, Watkins JT, Imber SD, Sotsky SM, Collins JF,

and others. National Institute of Mental Health treatment of depres-

sion collaborative research program: general effectiveness of treat-

ments. Arch Gen Psychiatry 1989;46:971–82.

25. Klein DF, Ross DC. Reanalysis of the National Institute of Mental

Health Treatment of Depression Collaborative Research Program

general effectiveness report. Neuropsychopharmacology

1993;8:241–51.

26. Mufson L, Weissman MM, Moreau RG. Efficacy of interpersonal

psychotherapy with depressed adolescents. Arch Gen Psychiatry

1999;56:573–9.

27. Reynolds CF, Frank E, Perel JM. Combined pharmacotherapy and

psychotherapy in the acute and continuation treatment of elderly pa-

tients with recurrent major depression: a preliminary report. Am J

Psychiatry 1992;149:1687–92.

28. O’Hara MW, Stuart S, Lorman L, Wenzel A. Efficacy of inter-

personal psychotherapy for postpartum depression. Arch Gen Psy-

chiatry 2000;57:1039–45.

29. Klier CM, Muzik M, Rosenblum KL, Lenz G. Interpersonal psycho-

therapy adapted for the group setting in the treatment of postpartum

depression. J Psychother Pract Res 2001;10:124–31.

30. Markowitz JC, Kocsis JH, Fishman B, Spielman LA, Jacobsberg

LB, Frances AJ and others. Treatment of HIV-positive patients with

depressive symptoms. Arch Gen Psychiatry 1999;55:452–7.

31.Stuart S, Cole V. Treatment of depression following myocardial in-

farction with interpersonal psychotherapy. Ann Clin Psychiatry

1996;8:203–6.

32. Bolton P, Bass J, Neugebauer R, Verdeli H, Clougherty KF,

Wickramaratne P, Speelman L, and others. Group interpersonal psy-

chotherapy for depression in rural Uganda a randomized controlled

trial. JAMA 2003;289:3117–24.

33. Reynolds CF III, Frank E, Perel JM, Imber SD, Cornes C, Miller

MD, and others. Nortriptyline and interpersonal psychotherapy as

maintenance therapies for recurrent major depression: a randomized

controlled trial in patients older than 59 year. JAMA

1999;281:39–45.

34. Markowitz JM. Interpersonal psychotherapy for dysthymic disorder.

Washington (DC): American Psychiatric Press; 1998.

35. Browne G, Steiner M, Roberts J, Gafni A, Byrne C, Dunn E, and

others. Sertraline and/or interpersonal psychotherapy for patients

with dysthymic disorder in primary care: 6-month comparison with

longitudinal 2-year follow-up of effectiveness and costs. J Affect

Disord 2002;68:317–20.

36. Wilfley DR, Welch R, Stein R, Bormal Spurrell E, Cohen LR,

Saelens BE, and others. A randomized comparison of group cogni-

tive-behavioral therapy and group interpersonal psychotherapy for

the treatment of overweight individuals with binge-eating disorder.

Arch Gen Psychiatry 2002;59:713–21.

37. Fairburn CG, Jones R, Peveler RC. Three psychological treatments

for bulimia nervosa: a comparative trial. Arch Gen Psychiatry

1991;48:463–9.

38. Lipsitz JD, Markowitz JC, Cherry S, Fyer AJ. Open trial of interper-

sonal psychotherapy for the treatment of social phobia. Am J Psy-

chiatry 1999;156:1814–6.

39. Frank E, Swartz HA, Kupfer DJ. Interpersonal and social rhythm

therapy: managing the chaos of bipolar disorder. Biol Psychiatry

2000;48:593–604.

40. Mellman LA, Beresin E. Psychotherapy competencies: development

and implementation. Acad Psychiatry 2003;27:3.

41. Piper WE, Ogrodniczuk JS. Therapy manuals and the dilemma of

dynamicallyoriented therapists and researchers. Am J Psychotherapy

1999;53:467–82.

42. Henry WP, Strupp HH, Butler SF, Schacht TE, Binder JL. Effects of

training in time-limited dynamic psychotherapy: changes in therapist

behavior. J Consult Clin Psychol 1993;61:434–40.

43. World Health Organization. The World Health Report 2001. Mental

health: new understanding, new hope. Chapter 2. Burden of mental

and behavioral disorders. Geneva: World Health Organization;

2001. http://www.who.int/whr2001/2001/main/en/chapter2/

002e1.htm

CPA Bulletin de l’APC—February 2004 février 19


