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To Gerald L. Klerman
Loving and wise
A mind of crystal clarity









Gerald L. Klerman was ahead of his time. Mentor of Dr. Weissman (his wife) and Dr. Markowitz, he was convinced that interpersonal relationships importantly influenced the course and recurrence of illness, and that psychotherapy could potentially stabilize interpersonal relations. Gerry was the force behind the original ideas in the first Interpersonal Psychotherapy (IPT) manual (Klerman et al., 1984) and many of its adaptations. Yet his vision could not have anticipated the great interest in IPT that has developed since then.

Gerry died in April 1992. Even years after his death, his influence on IPT is pervasive. Out of respect for his contribution to the therapy, we are proud to name him a posthumous author of this book.








Preface

Interpersonal Psychotherapy (IPT) was first developed as a time-limited research treatment for depression by the late Gerald L. Klerman, M.D., Myrna Weissman, Ph.D., and colleagues. Since its efficacy has been demonstrated in numerous controlled clinical trials, IPT has been modified to treat different types of mood and non-mood disorders. These research advances, together with the ascendancy of managed care and its concern to reduce mental health costs, have accelerated clinical interest in IPT techniques and applications.

The idea underlying IPT is simple: psychiatric syndromes such as depression, however multidetermined their causes, usually occur in a social and interpersonal context. A marriage breaks up; a friendship dissolves; children leave home; a job is lost; a loved one dies; a person moves, is promoted, or retires. In IPT, patients learn (1) to understand the relationship between the onset and fluctuation in their symptoms and what is currently going on in their life—their current interpersonal problems—and (2) to find ways of dealing with the interpersonal problems, and thereby with the depressive symptoms.

IPT was first described in Interpersonal Psychotherapy of Depression by Gerald L. Klerman, Myrna M. Weissman, Bruce J. Rounsaville, and Eve S. Chevron (Basic Books, 1984). Since then, it has become a growth industry. Accordingly, what began as a modest revision of that book has matured into a comprehensive guide. It opens with an overview and outline of IPT’s theoretical framework and strategies, which were designed specifically for the treatment of major depression in outpatients. This core application is then elaborated more fully than in the 1984 manual, with added case material. The clinical scripts assume the general clinical competence of the psychotherapist and must be used judiciously. Cases have been disguised or consolidated to preserve patient confidentiality.

Part I of the book describes the heart of the approach and is required reading for anyone wanting to learn IPT. The subsequent chapters present adaptations or new uses of this basic method. Parts II and III introduce adaptations of the core approach, in various stages of development, for treating mood disorders in different age groups, settings, and special populations, and for non-mood disorders. The rest of the book covers a wide range of resources for the spectrum of professionals who practice IPT: new therapeutic formats, treatment manuals, international references, history, and training procedures.

As this work has evolved over our professional lives, there are many people who contributed to it, including Bruce Rounsaville and Eve Chevron, who participated in writing the 1984 book, and the many IPT therapists and researchers who kept supplying us with their ongoing work. We are also grateful to the universities that supported us as scientists—Harvard and Cornell University Medical Schools, Yale University, and the Columbia University College of Physicians and Surgeons—and to the New York State Psychiatric Institute. We thank the government and private agencies that provided funds to carry out different studies: the National Institute of Mental Health; the National Institute of Drug Abuse; the Anne Lederer Pollack Foundation; the National Alliance for Research on Schizophrenia and Depression (NARSAD); the John D. and Catherine T. MacArthur Foundation; the Nancy Pritzker Foundation; and the fund established in The New York Community Trust by DeWitt-Wallace. We are especially grateful for the support received before we were established investigators and during periods when psychotherapy research was unfashionable.




Myrna M. Weissman, Ph.D.

John C. Markowitz, M.D.

New York, NY 1999











Overview of IPT
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“I do like you. You don’t like you!”
 Drawing by Weber; © 1965 
 The New Yorker Magazine, Inc.






We begin with a description of major depression, as this was the starting point for IPT. The cartoon from The New Yorker illustrates many of the clinical features of depression. It is apparent that the woman is depressed. How do we know? Nonverbal and behavioral features convey her depressed state. She has a downcast gaze and a flattening of the nasolabial folds, depressive facial changes first described by Darwin. She sits slumped in her chair, a sign of “slowing down,” or psychomotor retardation. She looks dowdy, reflecting the scant attention that depressed individuals pay to their dress and grooming. (On the other hand, she is not so paralyzed by her mood that she appears disheveled.)

That the depressed person is a woman is more than fortuitous: epidemiologic studies indicate that depression occurs more frequently in women than in men across diverse cultures. In addition, this woman is middle-aged, and depression occurs increasingly after puberty, peaking between the ages of eighteen and forty-four and declining somewhat in later years. This is probably not her first episode.

We also see that, although it is the woman who is depressed, the problem is a family affair. The man in the cartoon is irritated and frustrated. He has an air of futility as he says, “I do like you. You don’t like you!” This observation captures an important aspect of the clinical phenomenology of depression: the fallen self-esteem, self-deprecation, and sense of helplessness, hopelessness, and worthlessness. Depressed individuals often negatively misinterpret the attitudes of others.

While the wife is depressed and sullen, the husband is impatient and even hostile. This precisely illustrates the effect of protracted clinical depression on interpersonal relationships. In the early stages of a depressive episode, patients may elicit sympathy, nurturance, and reassurance from family members, friends, and acquaintances. But if the depression is not resolved by what we may call “psychotherapy of everyday life,” the response of those in the immediate environment tends to shift from support and encouragement to increasing irritation and frustration. At this point the patient is likely to be accused of “not really trying,” of wanting to “make everybody miserable,” or of “doing it to us on purpose.” These pseudopsychological insights are usually expressed in a pejorative way, reflecting the frustration of those around the depressed person. This is a blaming of the patient for her illness rather than a scientific understanding of the complexities of the illness.

Let’s reconstruct what might have happened to this couple. Over a number of months, the woman has slowly become depressed, perhaps after her children have left home and the “nest is empty.” As part of the psychotherapy of everyday life, the husband has tried to reassure her and to provide optimism about the future. He has said, “I love you as much as when we first met,” or “You are as beautiful as ever.” These reassurances have evidently been of little avail. The wife continues to feel discouraged and worthless—depressed.

Thus far most clinicians and theorists would almost completely agree. However, depending upon theoretical orientation and training, a psychotherapist might conceptualize and intervene in this case in various ways. A strictly biological psychiatrist might interpret this picture as reflecting not psychological difficulty but altered neurotransmitter levels. The biological psychiatrist would invoke the medical model, label the patient as having a major depression, and might recommend treatment with an antidepressant medication. If that failed after six to eight weeks at adequate dosage, alternative medications might be considered or, if the depression were completely unresponsive to medication and the patient became more symptomatic, electroconvulsive therapy.

A psychoanalyst might interpret the patient’s current situation as a reactivation of unresolved childhood difficulties and ambivalent identifications with the mother. Feelings of helplessness and hopelessness might be viewed as the response to inadequate mothering, most likely during the oral phase of psychosexual development. With the coming of menopause and the departure of the children, the patient experiences a loss of gratification from identification with the maternal role and regresses to early, oral, narcissistic stages of fixation. Perhaps psychoanalysis would be directed at uncovering childhood antecedents, particularly in the mothering relationship at the preoedipal phase, and working through the unresolved ambivalence toward the lost image of the idealized mother.

A practitioner of cognitive behavioral therapy (CBT) might note that the depression is producing distorted thoughts and perceptions of the patient’s current situation. The patient believes these mood-congruent, irrational negative thoughts (“I’m worthless”; “Nothing ever goes right for me”; “Things are awful now, and will never get any better”) and thus allows them to negatively influence her actions. If she can learn through homework to examine, test, and challenge the irrational thoughts, she may start to extinguish them and live her life again (Beck et al., 1979).

A family therapist might see this as a problem between husband and wife in the family system. Couples therapy would be recommended with the aim of improving communication between them and helping both partners to express their mutual frustrations and hostilities, in the hope that a new relationship would emerge.

A radical feminist therapist might say that the patient is not depressed but rather oppressed. Rather than seeing herself as ill, she should be encouraged to see her psychological state as reflective of the social position of women in a society dominated by male chauvinism. If she feels worthless and helpless, this is not a neurotic distortion of reality but rather a true perception of the low status of women. Without the childbearing role, she has no legitimate place in society. Lacking marketable skills, she is in fact worthless, and her feelings of helplessness reflect her inability to alter the power relationship between herself and her husband. Rather than needing medications or psychotherapy, she needs to become politically active and assertive, and perhaps independently employed outside the home.

These varied responses to the same clinical picture show the current diversity of psychiatry. There is no single, dominant school of American psychiatry, and no consensus on how best to regard the causes, prevention, and treatment of mental illnesses. Given this situation, how should the mental health professional proceed?

The authors believe that progress requires a pluralistic, undoctrinaire, and empirical approach that builds upon clinical experience and research evidence. Taking a pluralistic approach, we acknowledge the existence of multiple theoretical and clinical points of view; indeed, our work has been nurtured by them. We are convinced, however, that all theories and schools require evidence from testing, and that the most powerful evidence comes from carefully designed, well controlled investigative trials.

Treatment selection should consider a wide range of options—rather than simply the therapist’s personal preference—and weigh the evidence for the likely efficacy of each: that is, treatment should be considered in the light of differential therapeutics (Frances, Clarkin, and Perry, 1984). Hundreds of different psychotherapies have been described, yet only a few have been tested and demonstrated to treat particular disorders. IPT and CBT are both proven approaches to treating major depression, as is antidepressant medication. We would have hoped that, in the interval between editions of this book, more therapists would have moved to such an outlook, but it remains unclear that this is the case. Too much therapy probably continues to be prescribed by therapists with a single approach to all comers.

Although many of its principles derive from the broader school of interpersonal psychotherapy, IPT is a psychological treatment originally designed specifically for the needs of depressed patients. It has since been modified for other disorders. IPT is a focused, time-limited psychotherapy that emphasizes the link between mood and the current interpersonal relations of the depressed patient while recognizing the roles of genetic, biochemical, developmental, and personality factors in the causation of and vulnerability to depression. IPT is not a causal explanation for depression, but a pragmatic treatment for it. We are convinced from clinical experience and research evidence that clinical depression occurs in an interpersonal context, and that acute psychotherapeutic interventions directed at this interpersonal context can facilitate the patient’s recovery from an acute episode and possibly provide some preventive benefit against relapse and recurrence.

The first step in using IPT for depression successfully is to recognize just what depression is—making the distinction between normal and clinical depression, and observing the social, biological, and medical antecedents of clinical depression diagnosed through the use of a medical model. The original IPT book (Klerman et al., 1984) described in detail the then-current scientific understanding of depression and the empirical basis of treating it in an interpersonal context; the importance of attachment, bonding, stress, and interpersonal disputes in the development of depression; as well as the theoretical basis for IPT of depression, deriving from the interpersonal school of psychotherapy.



MAJOR DEPRESSION: CURRENT UNDERSTANDING

The term mood disorder refers to a group of clinical conditions whose common feature is the patient’s disturbed mood, which is either elated (in bipolar disorder) or depressed. This distinction does not imply a common etiology. Mood disorders are probably biologically heterogeneous, comparable in that sense to many medical presentations, such as jaundice. The major differentiation within mood disorders is between bipolar and “unipolar” depressive disorders; and, within the latter, between major depression and dysthymic disorder. IPT was originally developed to treat major depression. The characteristics of the other disorders are described with each adaptation.

The essential feature of major depression is either a dysphoric mood or loss of interest or pleasure in all or almost all usual activities and pastimes. The disturbance is prominent, persistent, and associated with other symptoms including appetite disturbance, change in weight, sleep disturbance, psychomotor agitation or retardation, decreased energy, feelings of worthlessness or guilt, difficulty in concentrating or thinking, indecisiveness, and thoughts of death or suicide, or suicide attempts. Major depression is only diagnosed in the absence of current or past manic symptoms (see Table 2-1 for DSM-IV criteria.) Although it is generally agreed that major depression is a heterogeneous disorder, there is no consensus on the utility of and little empirical basis for most of the subtypes in clinical use, such as endogenous, melancholic, and seasonal depression.

There is now considerable information about the rates of major depression from epidemiologic studies conducted in the 1980s across quite diverse cultures (Weissman et al., 1996). Studies conducted in the mainland United States, Canada, Puerto Rico, France, West Germany, Italy, Lebanon, Korea, and New Zealand all show convincingly that rates of depression are higher in women than in men, with an average twofold difference. Although rates of depression vary by country, its predominance in women is consistent across cultures. This finding has been replicated in studies conducted in the United States in the 1990s (Kessler et al., 1994).

These studies also show that the gender disparity in rates of the first onset of depression begins early, around thirteen to fifteen years of age, and persists throughout life. There is a peak in first onsets during the childbearing years and a decrease after age forty-five (Cross National Collaborative Group, 1992). There is no evidence for an increase in onset during the menopausal years. Longitudinal research suggests that depressed women have longer episodes of depression than men and a lower rate of spontaneous remission. The reasons for the sex differences in rates of depression are unclear (Wolk and Weissman, 1995). The epidemiological data support the importance of treating depression in the childbearing years, as the impact on offspring is enormous (Weissman and Olfson, 1995). There has been interest in adapting IPT for the treatment of depression during pregnancy and the postpartum period (see Chapter 19). Studies have also found an earlier age of onset of depression in more recent generations since World War II. Although women have had higher rates of depression than men in all countries, studies in the United States have suggested that, in recent decades, rates are increasing more rapidly in men.

Major depression is increasingly recognized as a worldwide source of morbidity, impairment, and health expenditures. The World Bank estimated that depression accounts for almost 30 percent of disability from neuropsychiatric disorders among women worldwide, but for only 12 percent among men (World Bank, 1993). The World Health Organization estimates that depression is currently the fourth leading cause of disability, surpassed only by respiratory infections, diarrheal diseases, and perinatal complications of women (Murray and Lopez, 1996). By the year 2020, depression is expected to be the second leading cause of disability.

Major advances in the treatment of depression have led to decreased hospitalization, reduced duration of episodes, and strategies to prevent relapse and recurrence. Most treatment for mood disorders is now ambulatory. Tricyclic antidepressants have been available for four decades, and the serotonin reuptake inhibitors for one. Their therapeutic value for both acute and maintenance treatment of depression is indisputable. There is excellent evidence that depressive symptoms can be reduced in two to four weeks of pharmacological treatment. Soon after antidepressant medications were introduced, however, investigators found that a high percentage of patients relapsed following short-term treatment. Continuation strategies then became common in clinical practice and were the subject of several research studies. The goals of continuation treatment are to sustain the remission brought about by acute treatment, to prevent relapse, and to facilitate social and vocational functioning. Beyond six to twelve months, treatment is considered maintenance or prophylaxis (see Chapter 11).



THEORETICAL AND EMPIRICAL SOURCES

We will briefly summarize the theoretical and empirical foundations of IPT. Among the founders of the interpersonal school were Adolf Meyer of Johns Hopkins University and his associate Harry Stack Sullivan. Meyer’s psychobiological approach to understanding psychiatric disorders placed great emphasis on the patient’s current psychosocial and interpersonal experiences, in distinction to the psychoanalytic focus on the past and the intrapsychic (Meyer, 1957). Sullivan, who linked clinical psychiatry to anthropology, sociology, and social psychology, viewed psychiatry as the scientific study of people and the processes that go on among them, rather than the exclusive study of the mind or of society. Sullivan popularized the term “interpersonal” as a balance to the then-dominant intrapsychic approach (Sullivan, 1953). In the interpersonal approach, the unit of observation and therapeutic intervention is the primary social group, the immediate face-to-face involvement of the patient with one or more significant others.

The IPT emphasis on interpersonal and social factors in the understanding and treatment of depression also draws on the work of many other clinicians, especially Fromm-Reichmann (1960), Cohen et al. (1954), and Arieti and Bemporad (1978). Becker (1974) and Chodoff (1970) also emphasized the social roots of depression and the need to attend to the interpersonal aspects of the disorder. Frank (1973) applied an interpersonal conceptualization to psychotherapy, stressing mastery of current interpersonal situations as an important component.

The interpersonal approach is specifically applied to understanding clinical depression, which we consider to have three component processes:


	Symptom function: the development of depressive affect and the neurovegetative signs and symptoms (sleep and appetite disturbance, low energy, diurnal mood variation, etc.). These are presumed to have both biological and psychological precipitants.

	Social and interpersonal relations: interactions in social roles with other persons derived from learning based on childhood experiences, concurrent social reinforcement, and personal mastery and competence.

	Personality and character problems: enduring traits such as inhibited expression of anger or guilt, poor psychological communication with significant others, and difficulty with self-esteem. These traits determine a person’s reactions to interpersonal experience. Personality patterns form part of the person’s predisposition to depressive symptom episodes.



IPT intervenes in the first two of these three processes, symptom function and social and interpersonal relations. Because of its relatively brief duration and low level of psychotherapeutic intensity, there is little expectation that this treatment will have marked impact upon enduring aspects of personality structure, although personality functioning is assessed. On the other hand, many IPT patients gain new social skills that may help compensate for personality difficulties. Moreover, mood disorder and especially chronic mood disorder—dysthymic disorder—may mimic personality disorder. Thus personality disorder should not be prejudged in depressed patients: it is perilous to diagnose an Axis II disorder in the presence of an Axis I condition.

In our experience, most psychotherapies for depressed patients have paid insufficient attention to techniques directed at symptom reduction and amelioration of the patient’s current social adjustment and interpersonal relations. IPT therapists do not attempt personality reconstruction. They rely upon well-established techniques such as reassurance, clarification of emotional states, improvement of interpersonal communication, and testing of perceptions and performance through interpersonal contact. Role-playing can provide important preparation for the patient making the life changes that will resolve the depressive episode.

Most of these techniques are conventionally grouped under the rubric of “supportive” psychotherapy. In our view, the term is a misnomer. Supportive psychotherapy has often been used as a loose, pejorative term to describe almost any psychotherapy that is not insight-oriented. Most formally “supportive” psychotherapies try to help patients adjust to their interpersonal relationships by building on existing defenses. They often aim to help patients accommodate to existing reality rather than try to help them change it.

IPT, on the other hand, intervenes with symptom formation, social adjustment and interpersonal relations, working predominantly on current problems and at conscious and preconscious levels. Although the IPT therapist may recognize unconscious factors, they are not directly addressed. The emphasis is on current disputes, frustrations, anxieties, and wishes as defined in the interpersonal context. IPT aims to help patients change, rather than simply to understand and accept their current life situation. The influence of early childhood experience is recognized as significant but not emphasized in the therapy. Rather, the work focuses on the “here and now.” Overall treatment goals are to encourage mastery of current social roles and adaptation to interpersonal situations.

A key feature of IPT is that it approaches depression as a clinical disorder. Justifications for this are not only the widespread prevalence of depression but also the therapeutic importance of providing patients with a diagnostic label and legitimizing their assumption of the “sick role.” This approach, which places IPT within the broad definition of the medical model, differs from that of many psychotherapists. In some of the psychotherapeutic community, although perhaps less so than in 1984, there remains an antidiagnostic bias and a tendency to depreciate symptoms.

IPT was based not only on theory but on empirical research on the psychosocial aspects of depression. There is evidence to support each of the three key interpersonal problem areas: that people become depressed in the contexts of complicated bereavement (Walker et al., 1977; Maddison and Walker, 1967; Maddison, 1968), marital disputes (Paykel et al., 1969; Pearlin and Lieberman, 1977), and the life changes encompassed by interpersonal role transitions (Overholser and Adams, 1997), particularly in the absence of social supports. Social supports—having intimate relationships, or even having a confidant to talk to—protect against depression (Henderson, 1977, 1979, 1981; Brown, Harris, and Copeland, 1977; Miller and Ingham, 1976; Prigerson et al., 1993). Early life events such as the death of a parent (Brown and Harris, 1978; Tennant, Bebbington, and Hurry, 1980), having a depressed parent (Weissman et al., 1997; Weiner et al., 1977), or poor parenting (Parker, 1979) can predispose to depression later in life, particularly when followed by later life stressors. Not only can life events trigger depression, but indeed the reverse clearly occurs as well. Once depressed, people have difficulty in communicating effectively (Coyne, 1976; Merikangas et al., 1979) as well as in generally handling their social roles, leading to strained relationships and adverse life events (Weissman and Paykel, 1974).



IPT COMPARED WITH OTHER PSYCHOTHERAPIES

IPT is not the only psychotherapeutic approach to treating depression. Several psychotherapies have been designed specifically for depressive disorders. Roth and Fonagy (1996) describe those psychotherapies with empirical support for treating depression. Both cognitive and behavioral approaches are similar to IPT in that they were developed specifically for depression, have been tested, and have been shown to be efficacious in randomized clinical trials. See Chapter 9 for a case illustration comparing IPT and different psychotherapies (see also Hamilton et al., in press).

Like Frank (1973), we believe that the procedures and techniques of many schools of psychotherapy share common ground. Important common elements include attempts to help patients gain a sense of mastery, combat social isolation, restore a sense of social belonging, and find meaning in their lives. A major difference among the therapies is their conceptualization of the causes of the patient’s problems as lying in the remote past, the immediate past, or the present. IPT also differs from other approaches in particular techniques and in its overall strategies (Markowitz, Svartberg, and Swartz, 1998). Some of the differences make a difference: for example, IPT may be preferable to CBT for certain depressed patients, and vice versa (Sotsky et al., 1991).



CHARACTERISTICS OF IPT

Time-limited, not long-term

Considerable research has demonstrated the usefulness of short-term, timelimited psychotherapy in meeting the needs of most patients (Howard et al., 1986). Long-term treatment is considered necessary to treat personality disorders, particularly maladaptive interpersonal and cognitive patterns, as well as some other chronic conditions. For immediate problems and for many Axis I disorders, however, short-term treatment is efficacious. Longterm treatment has the potential disadvantage of promoting dependence and reinforcing avoidant behavior. Short-term, time-limited treatment may well avoid these adverse effects.

Focused, not open-ended

In common with other brief psychotherapies, IPT addresses one or two problem areas in the patient’s current interpersonal functioning. Patient and therapist agree on this focus after initial evaluation sessions.

Current, not past interpersonal relationships

The IPT therapist focuses the sessions on the patient’s present social context, the patient’s situation immediately before and since the onset of the depressive episode. Past depressive episodes, early family relationships, previous significant relationships and friendship patterns are assessed to enhance understanding of the patient’s patterns of interpersonal relationships. In most cases, however, after a brief review of the patient’s past relationships and interactions, the therapist focuses primarily on current social functioning.

Interpersonal, not intrapsychic

In exploring current interpersonal problems with the patient, the IPT therapist may recognize intrapsychic defense mechanisms such as denial, isolation, projection, undoing, or repression. Yet the therapist does not attempt to see the current situation as a manifestation of an internal conflict. Rather, the patient’s behavior is explored in terms of interpersonal relations. An example of the interpersonal focus is the handling of dreams. Although the therapist does not request them, the patient may report dreams. If so, the therapist may work on the dream by focusing on the manifest content and associated affects, relating these to current interpersonal problems.

Interpersonal, not cognitive/behavioral

IPT tries to change the way the patient feels, thinks, and acts in problematic interpersonal relationships. Behaviors such as lack of assertiveness, guilt, lack of social skills, emphasis on unpleasant events, and negative cognitions are not focused on for their own sake, but in relationship to significant persons in the patient’s life and to the way these behaviors or cognitions influence interpersonal relationships.

Like CBT, IPT is concerned with patients’ distorted thinking about themselves and others, and about the options open to them. The IPT therapist may work with a patient on distorted thinking by calling attention to discrepancies between what the patient is saying and doing, or between the patient’s standards and those of society. In general, however, IPT focuses directly on affects, or feelings, whereas CBT focuses on “hot” cognitions—thoughts with strong associated affects. Unlike CBT, IPT makes no attempt to uncover distorted thoughts systematically, by giving homework or other assignments, nor does it attempt to help the patient develop alternative thought patterns through prescribed practice. Rather, as evidence arises during the course of therapy, the therapist calls attention to distorted thinking in relation to significant others. The goal is to change the relationship pattern rather than associated depressive cognitions, which are acknowledged as depressive symptoms.

Personality is recognized, but not a focus

The patient’s personality is often the focus of psychotherapies, but since IPT does not expect to alter personality, this therapy recognizes but does not focus on the patient’s personality characteristics. The ability to “read” a patient’s personality can help the therapist to understand the patient’s relationship patterns and to build the therapeutic alliance. The IPT therapist is circumspect, however, about making Axis II diagnoses in the presence of a depressive episode (Markowitz, 1998). An exception to this general approach is the adaptation of IPT for borderline personality disorder (Chapter 23), but even here the personality disorder is not confronted directly. IPT does not assume that individuals who become depressed have unique personality traits. Whether they do or not is an empirical question that requires testing, and thus far research has yielded no conclusive answers (Hirschfeld and Cross, 1983).

Personality is, however, considered an important aspect of patients treated in IPT, as it is in all therapies. In IPT personality is believed to affect several aspects of treatment.


	Personality may predict psychotherapy outcome. Patients with personality disorders may be less able to effectively use short-term psychotherapy than those with mild or absent personality pathology. (This, too, is an empirically testable question.) One adaptation of IPT targets borderline personality disorder (see Chapter 23).




	Personality may alter the patient-therapist relationship. 




	Personality may be a determinant of the patient’s recurrent interpersonal problems. Although IPT therapists may make no attempt to explore antecedents of personality functioning or to change personality, they may help patients to recognize maladaptive personality features. For instance, to a patient with mild paranoid tendencies the therapist may point out a disposition to be “touchy” with certain people under certain conditions, and explore the interpersonal consequences. In trials of IPT, personality has so far not been found to be an important determinant of short-term outcome (Zuckerman et al., 1980; Markowitz et al., 1998). 




	Although IPT does not target personality disorder as a treatment (excepting borderline personality disorder), it has been shown to build social skills. Without fundamentally altering personality structure, IPT can thus significantly improve overall functioning even in the presence of a personality disorder. Learning to be more assertive or confrontative can make a huge difference in social functioning and quality of life. 




	By relieving depressive symptoms, IPT may erase what appeared to have been a personality disorder, or at least tone down maladaptive personality traits.





THE ROLE OF THE IPT THERAPIST

The therapist is a patient advocate, not neutral

The IPT therapist is nonjudgmental, communicating warmth and unconditional positive regard. In essence, the therapist is a benign and helpful ally. Confrontation is gentle and timely, and the therapist is careful to foster the patient’s positive expectations of the therapeutic relationship. This, of course, does not mean that the therapist accepts all aspects of the patient; rather, the therapist conveys the message that the patient’s problems can be resolved and do not necessarily represent permanent features of the patient’s personality. (Many aspects that the patient may attribute to personality may in fact be symptoms of depression.)

In keeping with this stance, the therapist is optimistic and supportive, using reassurance and direct advice when they seem useful, usually during the initial sessions when the patient is feeling most symptomatic and helpless (see Chapter 8 for techniques). By avoiding a withdrawn, neutral role, the therapist minimizes the possibility that the patient will regress in the therapeutic relationship.

The therapeutic relationship is not a manifestation of transference

This is a corollary of the role of patient advocate, and of the medical model of treatment. Since the therapist offers an alliance, the patient’s expectations of assistance and understanding are accepted as realistic, and the relationship between patient and therapist is also realistic. In general, the relationship is not seen as a fantasied reenactment of the patient’s (or the therapist’s) previous relationships with others. The therapist is sensitive to the patient’s pattern of relating. For example, the therapist may try to avoid intellectualized argument with an obsessional patient by focusing instead on feelings and emotional issues.

Positive transference is left untouched, and attempts to interrupt or specifically explore patient-therapist interactions are made only when the patient’s feelings about the therapist are disrupting progress. This stance is expected to reduce the likelihood of the patient developing angry or hostile feelings toward the therapist. When the patient’s feelings about the therapist or therapy do seem to interfere with progress, as evidenced by problems such as lateness or missed sessions (see Chapter 9), then the patient’s feelings about the therapist may be explored. We have rarely found this necessary. The overall strategy in this situation is to relate the patient’s reactions to the treatment to his or her ways of handling interpersonal problems outside of treatment, and to help the patient learn alternative ways of handling these reactions both in and out of therapy.

Although IPT therapists offer assistance to patients, it is limited to helping them learn new ways of thinking about themselves in social roles and of solving interpersonal problems. The therapist keeps direct advice and reassurance to a minimum in order to foster the patient’s own sense of competence. The time frame and emphasis on the patient’s actions outside the office also tend to limit dependency.

The therapeutic relationship is not a friendship

Although the therapist is the patient’s advocate, there are limitations to this relationship. On the one hand, the therapist can be selectively self-revealing and free in interactions with the patient. When relevant to the issues at hand, therapists may express personal opinions or give brief examples of problems from their own lives. If the patient asks a personal question, the therapist may feel free to answer. It may, however, be important to explore the patient’s reason for asking, to determine whether it seems related to countertherapeutic attitudes or represent avoidance of self-revelation.

On the other hand, the therapist’s openness to the patient does not include participation in activities unrelated to the tasks and goals of therapy. Thus the therapist would not become involved with the patient socially or in a business relationship.

The therapist is active, not passive

In structuring the therapeutic hour and focusing sessions, the IPT therapist takes a moderate position between the extremes of being highly active and merely reactive to the patient’s productions. In keeping with the goals of IPT, the therapist is somewhat active in helping the patient focus on bringing about improvement in current interpersonal problem areas. In the initial session(s), the therapist actively elicits the history of the depressive condition, the history of the patient’s significant interpersonal relationships, especially current ones, and helps the patient set treatment goals.

In intermediate sessions, the therapist actively guides the patient to cover material that is relevant to the treatment goals. If the patient does not bring in material, the therapist may elicit an update or more detailed information in one of the agreed-upon problem areas. If the patient is still unable to discuss the material, it may be advisable to ask whether some issue is difficult to discuss. It is a general rule that if a pressing issue is not discussed, other issues cannot be fruitfully explored.

Although the therapist is active, the ultimate responsibility for change lies with the patient. Even if therapists could solve patients’ problems, the goal of the therapy is to help patients learn to solve their own problems and pursue their own goals. Thus therapists limit their interventions relative to patients’ behavior both inside and outside the therapy session. In sessions patients are told that they will have the opportunity to discuss their concerns and problems as they see them, because the therapist cannot intuit what is important to the patient. The therapist gives the patient opportunities to discuss concerns, events, or thoughts about either the therapy or significant others that the patient would like to discuss. If the patient brings up material, the session may then be focused through a systematic exploration of the topic the patient chooses.

Outside of therapy, patients change their behavior at their own pace. Except in rare circumstances, the therapist does not directly intervene on behalf of a patient. The therapist does not usually make direct, specific suggestions, albeit specific suggestions for activities between sessions may be made in dealing with interpersonal deficits. Such patients may be encouraged to undertake social activities and report back to the therapist. Similarly, patients with unresolved grief may be encouraged to look over or bring in picture albums of the deceased. The therapist also does not assign formal homework, although the solving of the focal interpersonal problem area during the time-limited treatment provides implicit homework. The emphasis in IPT sessions is on planning and preparation for the patient to make interpersonal changes in their life outside the therapist’s office.









PART ONE
CONDUCTING INTERPERSONAL 
PSYCHOTHERAPY OF DEPRESSION










CHAPTER 1

An Outline of IPT


We have conceptualized IPT at three levels: strategies, techniques, and therapeutic stance. IPT resembles many other therapies for the latter two, but it is distinct at the level of strategies.

The strategies of IPT occur in three phases of treatment. The first phase, usually the first 1–3 sessions, includes diagnostic evaluation and psychiatric history and sets the framework for the treatment. The therapist reviews symptoms, diagnoses the patient as depressed by standard criteria (American Psychiatric Association, 1994), and gives the patient the sick role (Parsons, 1951). The sick role may excuse the patient from overwhelming social obligations, but requires the patient to work in treatment to recover full function. During the initial session(s), the psychiatric history includes the interpersonal inventory, a review of the patient’s current social functioning and current close relationships, their patterns and mutual expectations. Changes in relationships proximal to the onset of symptoms are elucidated: for example, the death of a loved one, children leaving home, worsening marital strife, or isolation from a confidant. This review provides a framework for understanding the social and interpersonal context of the onset and maintenance of depressive symptoms and defines the focus of treatment.

The therapist assesses the need for medication as part of treatment selection based on symptom severity, past history and response to treatment, and patient preference, and then educates the patient about depression by explicitly discussing the diagnosis, including the constellation of symptoms that define the diagnosis and what the patient might expect from treatment. The therapist then offers an interpersonal formulation (Markowitz and Swartz, 1997), linking the depressive syndrome to the patient’s interpersonal situation within the framework of one of four interpersonal problem areas: (1) grief; (2) interpersonal role disputes; (3) role transitions; or (4) interpersonal deficits.

The depression is diagnosed within a medical model and explained to the patient. Having identified the major interpersonal problem area associated with the onset of the depression, the therapist makes an explicit treatment contract with the patient to work on this problem area. When this focus is agreed upon, the intermediate phase begins.

In the middle phase, the therapist pursues strategies defined in the manual (Klerman et al., 1984; see Chapters 3–6 below), which are specific to the chosen interpersonal problem area. For grief, defined as complicated bereavement following the death of a loved one, the therapist facilitates mourning and gradually helps the patient to find new activities and relationships to compensate for the loss. Interpersonal role disputes are conflicts with a significant other: a spouse, other family member, coworker, or close friend. The therapist helps the patient to explore the relationship, the nature of the dispute, and options to resolve it. Failing this, they may conclude that the relationship has reached an impasse or to end the relationship and replace it. Role transition includes any change in life status: for example, the beginning or end of a relationship or career, a move, promotion, retirement, graduation, diagnosis of medical illness. The patient is helped to deal with the change by recognizing positive and negative aspects of the new role they are assuming, and assets and liabilities of the old role this replaces. Interpersonal deficits, the residual fourth IPT problem area, defines the patient as significantly lacking in social skills, resulting in problems in initiating or sustaining relationships.

The principle of these four interpersonal problem areas derives from extant psychosocial research on depression (Klerman et al., 1984). Thus, every depressed patient qualifies for at least one of the four problem areas. The problem area may change during the course of treatment. The patient may have several related problem areas and may work on more than one, or may select the most salient or mutable. Adaptations of IPT to particular populations or disorders have in a few instances added new problem areas (e.g., depressed adolescents, Chapter 13) or focused on a particular area (e.g., dysthymic disorder, Chapter 12).

IPT sessions address present “here and now” problems rather than childhood or developmental issues. Sessions open with the question: “How have things been since we last met?” This focuses the patient on recent interpersonal events and recent mood, which the therapist attempts to link. Patients who describe problem areas will be asked about recent mood and other depressive symptoms; alternatively, if the patient focuses on symptoms, the therapist asks about recent life events and interactions. Therapists take an active, non-neutral, supportive, and hopeful stance.

The final phase of IPT, typically the last few weeks of treatment, encourages the patient to recognize and consolidate therapeutic gains and to develop ways of identifying and countering depressive symptoms should they arise in the future.

The original description of IPT can be found in Klerman et al. (1984). The first compilation of adaptations of IPT appeared in Klerman and Weissman (1993), the modification for depressed adolescents in Mufson et al. (1993), for dysthymic patients in Markowitz (1998), and the patient book is Weissman (1995). The most recent review of efficacy studies is Weissman and Markowitz (1994). Efficacy studies of psychotherapy as an antidepressant and a general treatment have been reviewed in several publications: Klerman et al. (1994); Jarrett and Rush (1994); Weissman, Jarrett, and Rush (1987); and Conte et al. (1986).

The outline that follows will be useful to understand the structure of IPT, including its techniques and stance. The detailed discussions and case illustrations in subsequent chapters in this section follow this outline. Most of the adaptations of IPT to particular depressed populations or other disorders follow the same format but have changed the initial sessions on “Dealing with Depression” to accommodate the special age group, time period, delivery method, and/or target diagnosis under treatment. These adaptations are discussed in Parts II–IV. Case examples and therapist scripts to illustrate the strategies can be found throughout the book. These scripts are intended as therapist guides only.



Outline of Interpersonal Psychotherapy for Major Depression


	The Initial Sessions 

	Dealing with the Depression 

	Review depressive symptoms.

	Give the syndrome a name.

	Explain depression as a medical illness; and explain the treatment.

	Give the patient the “sick role.”

	Evaluate the need for medication.




	Relate Depression to Interpersonal Context

	Review current and past interpersonal relationships as they relate to current depressive symptoms. Determine with the patient the 

	nature of interaction with significant persons; 

	expectations of the patient and significant persons from one another, and whether these were fulfilled; 

	satisfying and unsatisfying aspects of the relationships; 

	changes the patient wants in the relationships.







	Identification of Major Problem Areas

	Determine the problem area related to current depression and set the treatment goals.

	Determine which relationship or aspect of a relationship is related to the depression and what might change in it.




	Explain the IPT Concepts and Contract

	Outline your understanding of the problem.

	Agree on treatment goals, determining which problem area will be the focus.

	Describe procedures of IPT: “here and now” focus, need for patient to discuss important concerns; review of current interpersonal relations; discussion of practical aspects of treatment—length, frequency, times, fees, policy for missed appointments.







	Intermediate Sessions—The Problem Areas 

	Grief

	Goals

	Facilitate the mourning process.

	Help the patient reestablish interest and relationships to substitute for what has been lost.




	Strategies

	Review depressive symptoms. 

	Relate symptom onset to death of significant other. 

	Reconstruct the patient’s relationship with the deceased. 

	Describe the sequence and consequences of events just prior to, during, and after the death.

	Explore associated feelings (negative as well as positive).

	Consider possible ways of becoming involved with others.







	Interpersonal Role Disputes

	Goals

	Identify dispute.

	Choose plan of action.

	Modify expectations or faulty communication to bring about a satisfactory resolution.




	Strategies

	Review depressive symptoms.

	Relate symptom onset to overt or covert dispute with significant other with whom patient is currently involved.

	Determine stage of dispute:

	renegotiation (calm down participants to facilitate resolution); 

	impasse (increase disharmony in order to reopen negotiation); 

	dissolution (assist mourning).




	Understand how nonreciprocal role expectations relate to dispute:

	What are the issues in the dispute?

	What are differences in expectations and values?

	What are the options?

	What is the likelihood of finding alternatives?

	What resources are available to bring about change in the relationship?




	Are there parallels in other relationships?

	What is the patient gaining?

	What unspoken assumptions lie behind the patient’s behavior?




	 How is the dispute perpetuated?







	Role Transitions

	Goals

	Mourning and acceptance of the loss of the old role.

	Help the patient to regard the new role as more positive.

	Restore self-esteem by developing a sense of mastery regarding demands of new role.




	Strategies

	Review depressive symptoms.

	Relate depressive symptoms to difficulty in coping with some recent life change.

	Review positive and negative aspects of old and new roles.

	Explore feelings about what is lost.

	Explore feelings about the change itself.

	Explore opportunities in new role.

	Realistically evaluate what is lost.

	Encourage appropriate release of affect.

	Encourage development of social support system and of new skills called for in new role.







	Interpersonal Deficits

	Goals

	Reduce the patient’s social isolation.

	Encourage formation of new relationships.




	Strategies

	Review depressive symptoms.

	Relate depressive symptoms to problems of social isolation or unfulfillment.

	Review past significant relationships including their negative and positive aspects.

	Explore repetitive patterns in relationships.

	Discuss patient’s positive and negative feelings about therapist and seek parallels in other relationships.










	Termination

	Explicit discussion of termination.

	Acknowledgment that termination is a time of grieving.

	Moves toward patient recognition of independent competence.

	Dealing with nonresponse.

	Continuation/maintenance treatment.




	Specific Techniques

	Exploratory.

	Encouragement of Affect. 

	 Clarification. 

	 Communication Analysis. 

	 Use of Therapeutic Relationship. 

	 Behavior Change Techniques. 
 
	 Adjunctive Techniques. 




	Therapist Role

	Patient advocate, not neutral. 

	 Active, not passive. 

	 Therapeutic relationship is not interpreted as transference.

	Therapeutic relationship is not a friendship.
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