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Abstract
Psychotherapy is a particular form of treatment in Psychiatry. Its use is widespread and has many different approaches. 
Objective: In this article, the author makes some considerations about Interpersonal Therapy (IPT), a brief and focal psychotherapy. Initially created to
treat depression, other researchers had successfully increase its spectrum. It could be divided in three phases. Initial, when the therapist makes the
diagnosis of the disorder and also the interpersonal problematic is pointed out; the patient received a sick role. Intermediary when the focus is treat-
ed, and the final phase when the therapist encourages the patient to recognize and consolidate gains and prepare the patient to use it in the future. 
Methods: It is stressed that IPT is a testable form of psychotherapy and the scientific evidences of its efficacy are showed. 
Conclusions: The results assure that IPT is an efficient form of psychotherapy for depression with a great acceptability from the patients.

Keywords: Psychotherapy. Efficacy. Depression.  

relationships and the development of mankind.1

Most widespread psychotherapic lines are the psychoanalyti-
cal ones, which appeared with the works of Sigmund Freud
between the end of the 19th and the beginning of the 20th cen-
turies, with several followers and creators of particular aspects
of practicing and understanding psychoanalysis such as: Adler,
Melanie Klein, Bion, Lacan. Other lines known in Brazil are psy-
chodrama, created by Moreno, Jung’s Analytical Psychology and
the Existential Analysis of several psychiatrists such as
Binswanger, Minkowiski and philosophers such as Sartre and
Merleau Ponty.
Some psychotherapies have already been tested within an

empirical scientific model. Among them, Psychodynamic Brief
Psychotherapy, Klerman’s Interpersonal Therapy,2 Beck’s
Cognitive Therapy,3 and the Behavioral Therapy. All of them are
efficient in treating several psychiatric disorders.
These brief psychotherapic forms are not so well-known in our

society. Beck’s cognitive therapy3 and behavioral therapy are
already practiced in some centers and there are some forma-
tion courses in Brazil. However, they are generally restricted to
academic centers.
Interpersonal Therapy (IPT) has been used in several clinical

trials, mainly in English-speaking countries. Many colleagues
who read articles, in which IPT is referenced, are curious about

Introduction
Psychotherapy is a form of treatment, which uses as its instru-

ments the communication and the systematized relationship
between the therapist and one or more patients (group, family
and couple therapies). In this form of treatment, the therapist
aims to enable patients to identify, understand and give a mea-
ning to their conflicts, still aiming to correct the distortions in
the perceptions that patients have about themselves and their
environment, as well to improve their interpersonal relation-
ships.1

The therapist, enabled by his/her theoretical formation, will
show the patients the pathways to achieve the treatment goals.
As a rule, therapists receive their formation after college.
Besides this theoretical formation, it is desirable that thera-
pists undergo a psycotherapic process to not harm their
patients, by confusing their anguishes and conflicts with the
patients’.1

Psychotherapies have diverse theoretical foundations, the so-
called psychotherapic lines. Therapists use one or more lines to
achieve their objectives. Some authors count even more than
hundred different lines, what is pertinent due to the variation in
the human being’s world visions. Actually, each therapist fol-
lows a basic theoretical line, which is deeply influenced by
his/her particular way of interpreting the reality, the world, the
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this form of treatment due to its good results. In Brazil there is
a group in Porto Alegre, linked to a university center, which has
been applying IPT for several years. Recently it was applied for
the accomplishment of a clinical trial in São Paulo.4 This expe-
rience is extremely modest for such a big country as Brazil,
which has a strong psychotherapic tradition.

Interpersonal Therapy
IPT was created in 1970 as a brief treatment for major depres-

sion. IPT was defined in a manual developed by Gerald Klerman
et al.2 and  tested in a series of controlled clinical trials for
depression. IPT is also used in the treatment of other psychi-
atric disorders:5 dysthymia,6 anxiety,7 bipolar,8 dependence on
psychoactive substances,9 post-traumatic stress,10 eating disor-
ders11 and in some special groups of patients: adolescents12

and elderly.13-16

Studies about the efficacy of psychotherapies as a way of trea-
ting depression have been reviewed in some publications.17,18

IPT has been initially conceived to have a fixed duration (12
weekly sessions), and to be applied in non-hospitalized
depressed subjects.2 This proposal is based on the ideas of the
interpersonal school,19 although it does not perform etiological
presuppositions (regarding the cause of depression). IPT
makes connections between the beginning of the depressive
symptoms and the current interpersonal problems, as a prag-
matic treatment focus. IPT deals more with the current inter-
personal relationships than with past ones, focusing on the
immediate social context of the patients. The interpersonal
therapist tries to intervene in the symptoms’ formation and in
the social dysfunction associated with depression than in per-
sonality aspects of the patients.20

The original IPT has three phases (Appendix 1). The first one,
normally has from 1 to 3 sessions and includes the collection of
psychiatric history and diagnostic assessments. At this phase,
the treatment focus is determined. The therapist reviews the
symptoms, diagnoses the patients as depressed according to a
standard criterion (such as the ICD-10 or the DSM-IV), and,
therefore, attributes patients the ‘sick role’21 while naming their
complaints. The English sociologist Parson has demonstrated
that when subjects are ill they have a differentiated role in
Western society. They can be exempted from certain responsi-
bilities, being cared in their state. Giving patients the ‘sick role’
provides a relief from the common guilt of not being capable of
performing their basic activities. When receiving the diagnosis
which corresponds to their symptoms, patients understand the
reasons of their illness. The ‘sick role’ can relief the excess of
guilt for not being able to have a good social functioning, but
this cannot lead to an accommodation, and the therapist makes
a deal with the patients (as part of the psychotherapic con-
tract), in order that they persevere in the treatment to achieve
a complete recovery. The ‘sick role’ is transient and linked to
the psychotherapic work. A review of the current social func-
tioning and the close relationships, their patterns and mutual
expectations are part of the assessment. This review allows the
understanding of the social and interpersonal context  at the
beginning of the depressive symptomatology  and defines a
treatment focus.20

Education about depression is performed by means of the
explicit debate about the diagnosis, including the set of symp-
toms which defines depression, and about what patients expect
from the treatment and its actual goals. The therapist, then,
performs a link between the depressive symptoms and the
interpersonal situation in a formulation22 which uses one of the
problematic interpersonal areas: 1) grief, 2) interpersonal role
dispute, 3) role transition, or 4) interpersonal deficits.20

Therefore, we may observe that IPT is a psychotherapy which
uses the concept of disease or disorder. Diseases are concepts
to study certain pathological conditions of human beings.23

Depression is a multicausal disorder and among its causes, the
environmental factors, such as the interpersonal relationships,
have great relevance. IPT assumes that the treatment of pro-
blematic interpersonal relationships  (associated with psy-
chopharmacotherapy, when indicated) will lead to an improve-
ment in  the depressive symptomatology. The causal connec-
tions are exposed to the patients as scientific evidence, with a
therapeutic use of this information.
This issue becomes relevant as IPT is not intended to be a form

of broader psychotherapy but to be focal and linked to the
improvement in the symptoms of the treated disease. It does
not intend to treat the patients’ personality.
When the problematic situation is diagnosed and both the

patient and the therapist reach an agreement  regarding the
focus, starts the intermediate phase, which can last from 4 to 8
sessions. Specific strategies (described below) for each pro-
blematic interpersonal area are worked during the intermedi-
ate phase.2

Grief is the result  of a real loss of a beloved one. The therapist
will work the relationships between the patient and the
deceased. The therapeutic work seeks to find the actual rela-
tionship  between them, working the related conflicts. In these
protracted bereavements we usually find a denial of the loss,
feelings of anger against the beloved person, which are conflic-
tive, leading to a stagnation of the affective and functional life of
the patients. In the intermediate phase, we work, therefore, the
loss, trying to remove patients from this paralysis, opening the
path for current relationships, which help them to get rid of the
imaginary relationship with the beloved person.
The dispute of interpersonal roles is characterized by a con-

flict in a relationship, be it affective or professional. Among
them, conjugal relationships are the most frequent. Regarding
this focus, the therapist should try to classify at which point the
conflict is situated: at a phase of confrontation, dissolution or
else at a temporary truce, when there is no explicit aggression,
but indifference between peers. Depending on the stage the
strategy will differ, trying to establish communication and to
achieve a new agreement between the participants in the con-
flict. The goal here is to help patients to recognize their conflic-
ting feelings of anger, fear and sadness, and to find strategies
to cope with them and to avoid situations in which those fee-
lings may arise, by expressing directly their desires, reducing
impulsive behaviors based on irrational distrusts. Depressed
patients frequently have difficulty to be assertive in their needs
and desires and to express adequately their anger in interper-
sonal situations. 
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When patients develop an sufficiently clear understanding
about the role disputes, including their particular role, they can
assess together with the therapist the possible consequences
of a number of alternatives before starting their actions.5

The focus of  interpersonal problems related to the role tran-
sition is diagnosed when the person has difficulties to deal with
life changes. All of us have several roles in the social system
and these roles become indistinguishable parts of our sense of
identity. The roles per se and the statuses attached to them
exert an important influence in the social behavior and in the
patterns of interpersonal relationship of the subjects. A deficit
in the social functioning occurs frequently as a response to a
quick demand of adaptation to new and strange roles, especial-
ly those experienced by subjects as a loss. For example, we
could think of retirement, of the acquisition of a superior hie-
rarchical position which demands much responsibility or of the
loss of power or of an economic condition or, else, of conse-
quences of a disease, divorce and even subtler situations such
as the loss of leisure due to the birth of a child. These are situ-
ations which modify the possibilities or projects of the subjects.
In this situation, they cannot adapt to this new role, do not cre-
ate new references, starting and/or maintaining the depressive
picture. Together with the therapist they will then assess their
old and new roles, in a real way, with their pros and cons, see-
king  forms to face up the new role, to deal with the difficulties,
pointing them out and reformulating their way of acting.
The most common issues related to the difficulties to deal with

the role transition  are: family/social loss of support and links;
management of emotions that accompany them (e.g., anger or
fear); a demand of a new repertoire of social skills for the new
roles; and a decrease of the self-esteem due to not valuing
these new roles as much as the old ones.
The problems which are usually associated with the role tran-

sition are: giving up the old role; expression of guilt, anger or
loss; acquisition of new skills; development of new links and
support, besides the difficulty in the positive identification with
aspects of the new role.
For its being generally chronic, the last problematic area and

the most difficult to be dealt with in IPT are the interpersonal
deficits. These are characterized by the difficulty of the patients
in their relationships due to their way of being. Patients with
such a deficiency may have never established an intimate and
lasting relationship as adults, or have persistent feelings of
social loneliness and isolation, not specifically related to recent
transitions or interpersonal disputes. In IPT patients many
times are able to detect this problem and to relate it to their
psychiatric disorder, leading to an improvement in the depres-
sive symptomatology. In general, these patients should be
referred to a form of traditional, non-focused psychotherapy
after the symptomatic improvement.
The therapist will have three tasks in the management of the

interpersonal deficit as the treatment focus: reviewing the past
significant relationships, including the negative aspects; explo-
ring parallel and repetitive problems in these relationships; and
discussing with the patients the negative and positive feelings
regarding the therapist and other parallel relationships.
In IPT, the current relationships are worked out, as the focus

is the here-and-now. Many techniques used in IPT are common
to psychodynamic psychotherapy. On the other hand, IPT differs
from psychodynamic psychotherapy in important areas.24

Among the techniques there are the exploratory ones: 1) non-
directive exploration means using open, general questions or
verbalizations. It is better for the development of a free discus-
sion of the material, especially in the first phase. Part of it is the
supportive recognition, a non-directive technique which
includes meta-communications such as saying ‘hum hum‘ , ‘I
understand’, ‘go on’, or other encouraging comments of the
speech. Extension of the discussed topic, when the therapist
encourages patients to continue or to start a subject. Receptive
silence, when the therapist keeps an interested and attentive
attitude which encourages patients to keep on talking. Other
exploratory technique is the 2) directive assessment of mate-
rial when the therapist questions about a certain topic. Formal
questionnaires with items about depressive symptoms can be

part of this technique.5

Besides the exploratory techniques in IPT patients are encou-
raged to express their feelings. Depending on the nature of the
affections and of each patient, the therapist should pursue
three general strategies: facilitating recognition and accep-
tance of painful affections about events or questions that can-
not be modified; helping patients to use their affective expe-
riences for the desired alterations in the current interpersonal
relationships; encouraging the development of new and desi-
rable affects which may lead to growth and change.5

Clarification can be used to restructure and provide a recogni-
tion of the material produced by patients. This technique aims
to make patients aware of what was actually communicated.
Clarification techniques in IPT are: asking patients to repeat or
rephrase what they said, which is particularly useful in cases of
‘Freudian slips’, when patients spoke in a surprising or unu-
sual way or contradicted their previous statement.
Other resource of IPT is the analysis of the communication,

which is used to examine and identify communication failures,
in order to help patients to learn to better express themselves.
Some common difficulties of communication are: 1) indirect,
ambiguous communication, as a replacement of an open con-
frontation. 2) Incorrect recognition of the communication of
others. 3) Incorrect statement that the other understood what
was said. 4) unnecessary indirect communication. 5) Silence –
closing the possibility of communication.
IPT uses the relationship with the therapist as a technique,

when the feelings and perceptions of the patient about the the-
rapist are discussed, being that the focus of the discussion. 
Furthermore, IPT uses the technique of behavioral alteration

through directive techniques which include education, mode-
ling; or helping directly the patient to solve simple and practical
problems. Other technique of behavioral modification is the
analysis of decisions, when the therapist helps patients to con-
sider a wide variety of alternative actions (and their conse-
quences) which can be adopted to solve the problems. This is
an important technique of IPT oriented towards action and
should be explicitly taught to the patient for the use beyond the
treatment. This technique generally uses the analysis of the
communication. Role-playing is also used when the therapist (in
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individual IPT) adopts the role of any relationship in the
patient’s life. This is useful to explore the feelings and stile of
the patients in the communication with others and to create
new ways of relationship with other people.
The final phase of  IPT occurs in the last sessions, supporting

patients in their new sense of independence and competence,
by means of the recognition and consolidation of the therapeu-
tic gains. The therapist also helps patients to anticipate and
develop ways of identifying and dealing with depressive symp-
toms in case they arise in the future.20

Efficiency of IPT in depression
Despite the great number of controlled clinical trials on the

use of IPT in depression  which had positive results and the fact
that IPT is included in the guidelines of the APA as effective the-
rapeutics25 as well as in the guidelines for primary care atten-
tion (general clinic),26 IPT is still unknown by many psychiatrists
and other mental health professionals. 
In the department of psychiatry of the Federal University of São

Paulo (UNIFESP), it was recently performed a systematic review
and meta-analysis  of the literature and a meta-analysis about
the efficacy of IPT in depressive spectrum disorders.27 After a
search in several bibliographic databases (‘MEDLINE, EMBASE,
LILACS, PsycINFO, The Cochrane Depression, Anxiety and
Neurosis Group Database of Trials, The Cochrane Controlled
Trials Register and SCISEARCH’), using the following categories
of key-words (‘medical subject heading – MeSH’): ‘Interpersonal
therapy; Outcome/Adverse Effects/Efficacy;
Depression/Depressive Disorder’, 29 references of published
articles were found and were afterwards selected.  Selection
criteria of articles were defined as: 1) being a comparative ran-
dom controlled clinical trial; 2) having standardized diagnostic
criteria about depressive disorder; and 3) a defined end of par-
ticipation in the study (e.g., 12 weeks).  The results of the search
were expanded through the bibliographic references of the
selected articles, recently published IPT compendia,5,6 besides
contacts with IPT centers (‘Cornell University, Pittsburg
University, Iowa University, McMaster University and Columbia
University’). Abstracts of published articles obtained in this
search were separately and independently assessed by two
researchers and were selected from the proposed inclusion cri-
teria. The results of each of them were confronted and the dis-
crepancies were discussed up to the achievement of a consen-
sus. 
Out of eleven studies4,15,16,24,28-34 which met inclusion criteria to

be analyzed, 5 meta-analyses were performed. Their results
were: IPT was superior to placebo in efficacy and was not diffe-
rent from antidepressive medication. The combination of IPT
with antidepressive medication was not significantly better
than medication alone in the acute treatment (considering the
studies which lasted less than 16 weeks) and also had no aug-
mentation in the maintenance treatment. IPT was superior to
Cognitive-Behavioral Therapy in the acute treatment of depres-
sion. This study concluded that IPT is an efficient form of psy-
chotherapy to depressive spectrum disorders. Two studies16,34

assessed the prophylaxis of recurrence of new episodes, and
the findings confirmed that IPT alone was superior to placebo,

although it has not differed statistically from the antidepressive
medication or from the combination of IPT and medication.

Discussion
Adding one more form of psychotherapy to the existent ones

can be deemed a gain, as IPT can be assessed in an empirical
context. Using this model we can confirm or not the efficacy of
IPT in specific cases, adapting the psychotherapic practice to
the model of evidence-based medicine. 
Out of the scientific evidence we can discuss, using concrete

data, with patients, health professionals, with those who plan
the public health, and also with those who are responsible for
the financing of the medical activity, about the needs and advan-
tages of using specific treatments for the clinical conditions. In
the case of depression and, moreover, of psychological thera-
pies, objective evidence is more easily accepted  by people out-
side the mental health area.
IPT was initially created for the treatment of depression.

Scientific evidence points to depression as a prevalent and
chronic disorder with a considerable socioeconomic burden.
One study of WHO, jointly with the department of Public Health
of the Harvard University and the World Bank,35 calculated the
socioeconomic impact of the diseases in the world. Depression
was the second pathology which caused more losses, losing
only to cardiovascular diseases. The projections for the year
2030 are that depression will keep having this significant role.
Therefore, WHO considers prioritary the reallocation of funds
for the treatment of this condition among other psychiatric
pathologies (bipolar, schizophrenia, panic and obsessive-com-
pulsive  disorders). For depression, medications are known as
efficient although some patients have drug intolerance and
other do not respond. The assessment of other therapeutical
forms for depression, such as psychotherapy, should be per-
formed.
Some authors have performed socioeconomic studies within

this spirit. Browne et al.33 in one study with 707 dysthymic
patients found that, although the combination of IPT and sertra-
line was not more efficient than the latter alone, the combina-
tion had a better cost-benefit ratio. Despite being more expen-
sive in the short-time due to the need of a trained professional,
time and institutional space for the performing of psychothera-
py, the overall cost of treatment after a 2-year follow-up was
lower. Patients who had IPT combined with medication used
less health resources, that is, sought less for these services
and were less ill. Efficacy is a fundamental item, but it is not the
only one in the assessment of a treatment.

Conclusion
Interpersonal therapy is an easily-applied  form of treatment

which has proven results in the treatment of depression and in
other pathologies. Its use in our society should be stimulated,
as we have a psychotherapic tradition and several professio-
nals able to learn how to use it. The use of brief therapies, with
proven efficacy, is a requisition for health management organi-
zations accepting reimbursements. 
The application in our society was well-succeeded, with a good

acceptance by our patients.4 This form of psychotherapy, which
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can be scientifically assessed, should be more divulged in our
environment.
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Appendix 1
Outline for Interpersonal Psychotherapy in Major Depression
I. Initial Sessions.
A. Dealing with depression.
1) Review the depressive symptoms.
2) Give the syndrome a name.
3) Explain depression as a medical disorder and explain the
treatment.
4) Give the patient the ‘sick role’.
5) Assess the need of medication.
B. Relate depression to the interpersonal context
1) Review the current and past relationships as well as their
relation with the depressive episode. Determine with the
patient:
a) Nature of the interaction with significant people;
b) Mutual expectations between the patient and other signifi-
cant people, and which of them were achieved;
c) Satisfactory and dissatisfactory aspects of relationships;
d) Changes that patients would like to occur in the relation-
ships.
C. Identification of the main problematic areas;
1) Determine the problematic area related to the current
depressive episode and emphasize the treatment goals.
2) Determine which relationship or aspects of it are related to
depression and what can be changed.
D. Explain the concepts and contract of IPT
1) Explain your understanding of the problem
2) Reach an agreement regarding the treatment goals, deter-
mining which is the problem to be focused.
3) Describe the procedures of IPT: focus in the ‘here-and-now’,
the patient should discuss important concerns, review of cur-
rent relationships, discussion about the practical aspects of the
treatment -duration, frequency, timetables, fees, absence poli-
cy.

II. Intermediate Sessions – problematic areas.
A. Grief.
1) Goals
a) Facilitation of the mourning process
b) Helping the patient to reestablish interests and relationships
as a replacement of what has been already lost.
2) Strategies
a) Review the depressive symptoms
b) Relate the beginning of depressive symptoms to the death of
the significant person.
c) Rebuild the relationship of the patient with the deceased.
d) Describe the sequence and consequence of the events which
had happened just before, during and after the death.
e) Explore the associated feelings (negative as well as positive)
f) Consider possible ways of being involved with other people.
B. Interpersonal disputes.
1) Goals
a) Identify.
b) Choose an action plan.
c) Modify the flawed expectations or communications in order
to achieve a satisfactory solution.
2) Strategies.

a) Review the depressive symptoms.
b) Relate their beginning to the dispute with the significant per-
son with whom the patient has a relationship.
c) Determine at which stage is the dispute:
i. Renegotiation (sooth the participants in order to facilitate the
solution).
ii. Standstill (increase the disharmony to facilitate the negotia-
tion).
iii. Dissolution (help in the process of grief).
d) Understand how non-reciprocal expectations are related to
disputes:
i. Which are the disputed issues?
ii. Which are the differences between expectations and values?
iii. Which are the options?
iv. Which are the possibilities of finding alternatives?
v. Which resources are available to lead to a change in the rela-
tionship?
e) Are there parallels with other relationships?
i. What are the patient’s gains?
ii. Which non-said attitude is hiding behind the patient’s behav-
ior?
f) How occurs the dispute?
C. Role transition.
1) Goals
a) Grief and acceptance of the loss of the old role.
b) Helping patients to face up more positively to their new role.
c) Recover the patient’s self-esteem by developing a domain of
the new demands.
2) Strategies.
a) Review the depressive symptoms.
b) Relate the depressive symptoms with the difficulty of dealing
with the recent changes in life.
c) Review the positive and negative aspects of the old and new
roles.
d) Explore the feelings about what was lost.
e) Explore the opportunities of the new role.
f) Assess realistically what was lost.
g) Encourage the appropriate release of affections.
h) Encourage the development of a system of social support and
of new skills demanded by the new role.
D. Interpersonal deficits.
1) Goals.
a) Reduce the social isolation of the patient.
b) Encourage the development of new relationships.
2) Strategies.
a) Review the depressive symptoms.
b) Relate the depressive symptoms to the problems connected
to social isolation.
c) Review the significant relationships of the past, including
their positive and negative aspects.
d) Explore repetitive patterns in the relationships.
e) Discuss positive and negative feelings of the patient regard-
ing the therapist and seek parallels with other relationships.

III. End.
A. Make explicit the discussion about the end.
B. Recognize that the end is a mourning process.
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C. Show the patients the recognition of their competence and
independence.
D. Deal with the lack of response to the treatment.
E. Continuation and maintenance treatment.

IV. Specific techniques.
A. Exploratory.
B. Encouragement of the affection.
C. Clarification.
D. Analysis of the communication.
E. Therapeutic use of the relationship.
F. Techniques to modify the behavior.
G. Accessory techniques.

V. Role of the therapist
A. Patient but not neutral listening.
B. Active, not passive.
C. The therapeutic relationship is not interpreted as a transfer-
ence
D. Therapeutic relationship is not friendship.
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