
Interpersonal psychotherapy (IPT) is a brief 
intervention for patients presenting with depression 
and related disorders. It is supported by an 
evidence base comparable to that for cognitive 
behavioural therapy. GPs may find it useful to apply 
IPT strategies in their own practice or to refer 
patients for IPT.

General practitioners are confronted each day with patients 
with depression and related disorders as either their 
primary presentation or secondary to a physical com-

plaint. Interpersonal psychotherapy (IPT) is a time-limited 
intervention with a strong evidence base for an array of psycho-
logical difficulties. Although it may not be feasible for most GPs 
to conduct an entire course of IPT, they may find that employing 
individual elements of IPT helps them manage patients with 
psychological distress. IPT strategies such as the ‘holistic assess-
ment protocol’, ‘closeness circles’, ‘timeline’ and ‘consideration 
of the problem area’ may help them understand these patients, 
provide strategies to assist them and potentially inform referrals 
to psychologists and psychiatrists. 

What is interpersonal therapy?
IPT is a well-established treatment for a range of psychological 
disorders. It was originally developed by Klerman and colleagues 
in 1984 to manage depressive disorder in adults.1 It has since 
been adapted for adolescents with depression and for adults 
and adolescents with bipolar disorder, mixed anxiety and depres-
sion, eating disorders, post-traumatic stress disorder, perinatal 
depression and other presentations. In patients with moderate- 
to-severe depression, IPT may be used as an adjunct to appropriate 
medication.

The effectiveness of IPT is supported by an impressive 
empirical base, equal to that for cognitive behavioural therapy 
(CBT).2-4 Like CBT, IPT is supported by Medicare under the 
Better Access to Mental Health Care initiative for up to 10 sessions 
per calendar year. 

IPT is grounded in attachment theory, developed by John 
Bowlby, who proposed that humans have an instinctual drive 
to form relationships, a drive necessary for survival.5 According 
to Bowlby, we function best when attachment needs are met, 
and we are left vulnerable to distress or even psychiatric symp-
toms when these needs are not met. IPT is similarly based on 
the assumption that, irrespective of the underlying cause of 
depression, depressive symptoms are inextricably linked with 
interpersonal difficulties. When people become depressed, their 
depression impacts on relationships with people who matter, 
and these ruptured relationships feed and perpetuate their 
symptoms. 

How is interpersonal therapy structured?
The goals of IPT are to decrease symptoms of depression by 
enhancing patients’ communication skills in significant rela-
tionships and by improving the accessibility and structure of 
their social support networks. IPT is a short-term treatment, 
typically delivered over 10 to 16 sessions. The notion of an end-
point drives both the patient and therapist to work more rapidly 
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on resolving symptoms and improving 
interpersonal skills. 

The first step of IPT is a comprehensive 
assessment interview that canvasses how 
the patient’s biological, psychological, social, 
cultural and spiritual domains interact to 
shape their mental health profile (Flow-
chart 1). The assessment is followed by acute 
treatment, divided into three phases – initial, 
middle and conclusion phases – and then 
maintenance treatment.

During the assessment process and 
the three phases of acute treatment, the 
therapist aims to assume the role of tran-
sitory attachment figure. This stance 
shapes the nature of the therapeutic dyad 
for the remainder of acute treatment. It 
provides a relationship environment in 
which the patient will feel safe enough to 
learn and experiment with new patterns 
of interpersonal processes that will 

contribute to more effective attachment- 
seeking behaviours and associated symp-
tom resolution.

The steps of IPT are illustrated by the 
case scenario of Jane, a patient who pre-
sents with depression (Box).

Acute treatment phases
Initial phase – interpersonal 
inventory
The initial phase of acute treatment com-
prises one to four sessions, held as close 
to weekly as possible. During the initial 
phase, the therapist explores the patient’s 
interpersonal world via the interpersonal 
inventory, which comprises three steps. 

Closeness circles
The first step of the interpersonal inven-
tory is a strategy to map the patient’s inter-
personal world. The patient is presented 

with a series of three concentric circles 
with a cross representing themselves in 
the centre. The patient is asked to put the 
names of those closest to them in the inner 
circle. The people the patient feels next 
closest to are placed in the next-to-inner 
circle, and finally those who are more 
distant in the outer circle (Figure 1).

The therapist and patient spend some 
time discussing these relationships. The 
focus is on, for example: 
•	 who provides nurture, guidance, 

trust, fun and so forth
•	 satisfactory and unsatisfactory 

aspects of these relationships
•	 changes that have occurred since the 

depression began
•	 how the circles will look when the 

depression has lifted 
•	 any changes the patient might like to 

make. 

1. HOLISTIC ASSESSMENT PROTOCOL USED IN INTERPERSONAL PSYCHOTHERAPY

Patient

Problem area

Psychological  
factors, e.g.
•	 Attachment style
•	 Cognitive and 

emotional 
development and 
insight

•	 Coping strategies
•	 Resilience: 

competencies, 
strengths

•	 Past psychological 
illness, disorder, 
problems, risk 
factors

•	 Adversity: trauma, 
abuse or oppression

•	 Current symptoms
•	 Sexuality
•	 Suicide risk
•	 Self-harm

Spiritual factors, e.g.
•	 Belief system 

(including but not 
limited to religion)

•	 Role of beliefs in 
patient’s 
development

•	 Current role of 
beliefs

•	 Meaning of the 
symptoms 

•	 Relevance of 
beliefs to diagnosis 
and difficulties  
(e.g. ‘Some people 
have beliefs that 
help them get 
through tough 
times. Do you?’)

Cultural factors, e.g.
•	 Cultural values and 

practices
•	 Cultural 

identification, 
including affiliation 
with mainstream 
western, traditional 
or country-of-origin 
culture or 
subculture

•	 Idiom of distress: 
how is distress 
expressed?

•	 Family attitudes 
(e.g. to mental 
disorder, substance 
use, help seeking, 
expression of 
emotion)

Social factors, e.g.
•	 Social structure and 

support, past and 
present (family, 
peers, community) 

•	 Family environment
•	 Socioeconomic 

status
•	 School/college/

employment
•	 Access to services
•	 Current lifestyle
•	 Macro factors (e.g. 

social capital, social 
connectedness)

•	 Peer victimisation

Biological factors, e.g.
•	 History of mental 

illness
•	 Genetic: family 

history of mental 
illness, substance 
use or addiction

•	 Drug or alcohol 
use, past and 
present

•	 Medication, past 
and present

•	 Sleep
•	 Nutrition and 

exercise
•	 Temperament

Psychological medicine continued 
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The closeness circles are referred to 
often during the course of therapy and 
become a focus of therapy. They help 
patients track changes in their meaningful 
relationships and become aware of the 
two-way association between having their 
attachment needs met more effectively 
and changes in their depressive symptoms. 
This process facilitates discussion of 
specific relationships, how they might 
change, and individuals to whom the 
patient might turn for support and care 
of various kinds. 

Timeline
The second step of the interpersonal 
inventory involves placing the patient’s 
symptoms in a timeframe. For this, a time-
line is used to record life events that 
occurred in the months before the onset 
of symptoms. The affective impact of these 
events and their interpersonal conse-
quences are explored (Figure 2).

Consideration of the problem area
The third step represents a major depar-
ture from other therapeutic interventions. 
It consists of the therapist and patient 
collaboratively identifying which of four 
problem areas is most closely associated 
with the patient’s distress: complex grief, 
interpersonal disputes, role transitions or 
interpersonal gaps.
Complex grief is identified when the 
patient’s distress is most closely linked to 
significant loss, usually where this loss 
has not been sufficiently processed. The 
loss may be a death, but other examples 
include loss of a limb, a job, a pet or a 
relationship. Often the patient has not had 
the opportunity to grieve the loss, and the 
unresolved grief has progressed into 
depression or other symptoms.
Interpersonal disputes are identified as 
the problem area when unresolved conflict 
dominates the clinical picture. The crucial 
feature of interpersonal disputes is that the 
patient feels ‘stuck’, unable to move because 
of intransigence. The disputes are usually 
between the patient and people who matter 
in their interpersonal world, including 

between parent and child, spouse and 
spouse, or employer and employee. Often 
unmet expectations about others feature 
in this problem area. Dispute leads to dis-
tress, and with no end in sight the distress 
progresses to symptoms. 
Role transitions occur when the patient 
takes on a new role in life that causes them 
significant distress. Examples include 
divorce, retirement, having children, start-
ing a new job, becoming a single parent, 

leaving home to begin university, finishing 
university and loss of health. When patients 
lack sufficient psychosocial support, these 
changes can precipitate debilitating stress 
that may progress into disorders such as 
depression or anxiety. Role transitions are 
usually accompanied by ambivalence about 
the new role, grief about the loss of the old 
role, loss of social support associated with 
the old role, and anxiety due to lack of 
familiarity with the new role.

CASE SCENARIO: JANE’S STORY

Presentation
Jane is a 35-year-old teacher and mother of three who was divorced from her husband 
12 months ago. She has developed debilitating depressive symptoms since the 
divorce and subsequent loss of her support network, most of whom were her 
husband’s friends.

Interpersonal therapy
Initial phase - interpersonal inventory
During the initial phase of interpersonal psychotherapy (two sessions, held weekly), 
the therapist explores Jane’s interpersonal world through closeness circles (Figure 1), 
followed by a timeline (Figure 2), and then collaboratively establishes that her problem 
area is role transition. 

Middle phase
In the middle phase (four sessions, held weekly), the therapist helps Jane disconnect 
from her old role, that of a wife and mother, and connect with her new role, that of an 
independent career woman and mother. This includes grieving the loss of her former 
role. Jane identifies people in her closeness circles who could support her in this 
transition, and the therapist helps her develop the skills and behaviours that facilitate 
this process. As Jane realises she no longer needs to be dependent on her ex-husband 
and his friends and re-establishes her identity as competent and worthwhile, her 
depressive symptoms begin to resolve.

Conclusion phase 
The conclusion phase (two sessions in four weeks) consists mainly of the therapist 
helping Jane develop the relationships with people in her closeness circles and 
troubleshooting interpersonal difficulties that arise during this process. The therapist 
deliberately encourages Jane to take the lead role in this phase. 

Maintenance phase 
During the maintenance phase (two sessions, two months apart), the therapist 
monitors Jane’s symptom profile while continuing the focus on interpersonal skills and 
behaviours that will facilitate successful role transition. Therapy concludes after a 
total of 10 sessions over six months, when Jane reports a significant reduction in 
depressive symptoms, supported by a score on the Kessler Psychological Distress 
Scale (K10) of 18. The therapist reminds Jane that she is welcome to return to therapy 
if her symptoms return. 

Outcome
After interpersonal therapy, Jane comments, ‘Before therapy, my life was like walking 
around in a room full of rubbish. I could smell it all the time, it was under my feet, it 
was everywhere. When you told me that what was going on for me was depression, I 
was so relieved. It was like putting all the rubbish in a big box. I could still see it, still 
smell it, but at least I could walk around the box without the rubbish under my feet. 
Then when we worked out my depression was about role transition, it was like putting 
all the rubbish in a much smaller box. And this was a box I could reach into and throw 
all the crap out the window.’ 

MedicineToday   ❙   OCTOBER 2018, VOLUME 19, NUMBER 10    47
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2018.

����������������������������������������������



Interpersonal gaps refer to a lack of social 
and communication skills that impairs 
the conduct of interpersonal relation-
ships. Patients with interpersonal gaps 
lack the skills to initiate and maintain 
relationships but simultaneously crave 
relationships and become depressed or 
anxious within the context of rejection 
and loneliness. If this problem area is 
identified as central to the depression 
then the therapist will help the patient 
develop new relationship strategies that 

will reduce the likelihood of rejection. 
This involves modelling new behaviours, 
rehearsing in session, the patient practis-
ing with ‘safe others’ outside of therapy, 
then analysis and review of the patient’s 
application of these strategies.

After the problem area has been iden-
tified, the therapist emphasises the link 
between the problem area and symptoms. 
The therapist explains that as the problem 
area becomes the focus in therapy, the 
symptoms will begin to resolve. 

Middle phase 
The middle phase of acute treatment com-
prises four to eight sessions, held as close 
to weekly as possible. In this phase, the 
therapist and patient work together to 
resolve the problem area identified in the 
initial phase. The therapist uses strategies 
relevant to the particular problem area. 
For example, this may include:
•	 for complex grief, helping patients 

effectively grieve the loss and 
connect to their new life without the 
lost person or object

•	 for interpersonal disputes, 
promoting skills and insight in 
understanding and resolving conflict

•	 for role transition, helping patients to 
disconnect from the old role 
(including mourning the loss of the 
old role) and then to develop 
interpersonal skills relevant to 
managing the new role 

•	 for interpersonal gaps, developing 
social and interpersonal skills 
relevant to initiating and 
maintaining relationships. 
The therapist strives to develop a safe 

and accepting relationship with the 
patient that will provide an opportunity 
for the patient to identify, explore and 
experiment with interpersonal processes 
relevant to their problem area, before 
using these processes outside the therapy 
room.

Conclusion phase 
The conclusion phase of acute treatment 
comprises one to four sessions, spread 
over eight to 12 weeks. The aims of this 
phase of treatment are:
•	 to help the patient internalise and 

generalise the gains made in the 
middle phase

•	 for the therapist to step back from 
the role of transitory attachment 
figure and encourage the patient to 
identify individuals from their 
closeness circle who may fulfil 
elements of this role 

•	 to assess the requirements of 
maintenance treatment. 

Figure 1. 
Closeness 
circles for the 
patient, Jane, 
whose case is 
described in the 
Box.

Figure 2. Timeline at assessment for the patient, Jane, whose case is described in the Box.

Tegan, Martin, 
Chloe (children)

Bill and Phoebe  
(ex-husband's friends)

Graham  
and Sue  
(ex-husband's  
friends)

Jo and Rachel 
(ex-husband's 
friends)

Pete 
(brother  
in law) Alex 

(sister)

Gail 
(uni friend)

Bryan 
(colleague)

Sarah 
(neighbour)

Mum

Dad

12 months ago Today6 months ago: depressive 
symptoms began 

X

Psychological medicine continued 

Event: Divorce (cont.)

Affective impact 
Abandoned 6/10 
Overwhelmed 5/10
Lost 9/10
Lonely 9/10
Sad/numb 9/10

Interpersonal 
consequences
Reduced social contact
Losing affection for 
children

Event: Divorce (cont.)

Affective impact 
Abandoned 7/10 
Overwhelmed 8/10
Lost 9/10
Lonely 9/10
Sad/numb 10/10 
Exhausted 9/10
Guilt 9/10

Interpersonal 
consequences
Isolation
Constant anger at children

Event: Divorce

Affective impact 
Abandoned 8/10 
Overwhelmed 7/10
Angry 8/10

Interpersonal 
consequences
Ex-husband’s friends 
drifted away
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The focus remains on the problem 
area addressed in the middle phase. 
Interpersonal incidents from the patient’s 
world outside therapy are analysed for 
effectiveness in moving towards inde-
pendent functioning.

Maintenance treatment
The maintenance treatment phase of IPT 
is negotiated with the patient and usually 
involves sessions once every two to three 
months. The aim of this phase is to prevent 
relapse. Sessions are similar to those in the 
conclusion of the acute treatment phase, 
maintaining the focus on the identified 
problem area and troubleshooting any 
interpersonal difficulties that may arise.

Maintenance treatment in IPT has sig-
nificant parallels with a GP model of care, 
in which short-term treatment for an acute 
problem is provided until it is resolved, then 
maintenance treatment is provided as 
needed. The relationship with the therapist 
is ongoing; the patient is welcome to return 
if another acute problem arises. In that sense, 
IPT can be viewed as a modular approach 
to therapy, as described in Flowchart 2.

After the maintenance treatment phase, 
therapy concludes. The patient is encouraged 
to be vigilant for interpersonal stressors 
that might trigger a return of symptoms.

Conclusion
IPT provides GPs with strategies that may 
be directly applicable to patient care. In 
addition, referring patients to an IPT 

practitioner can provide a time-limited 
therapy whose effectiveness is supported 
by an evidence base for patients with depres-
sion and related disorders. To explore IPT 
further, clinicians can refer to Interpersonal 
Psychotherapy – a Clinician’s Guide.6�   MT
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