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Abstract
Interpersonal therapy is an effective brief and limited therapy
originally developed for major depression disorder but nowadays
also highly effective in other psychiatric disorders [1,2]. This therapy
uses the biopsychosocial model as a tool to approach depression
and relieve the symptoms by focusing the intervention in the present
and on the interpersonal problems behind it [3]. The interpersonal
problems are divided in three main problem areas: grief and loss,
interpersonal disputes and role transition. These are the focus of the
intervention after being identified by the therapist and the patient, at
the end of the assessment and initial phase, which is the first of a three
phase psychotherapeutic process. The three phases of the therapy
take normally 12 to 20 sessions, three-to-four month period. The initial
phase incorporates assessment, interpersonal inventory, formulation
and treatment agreement. The middle phase includes patient
communication style analysis and focus on the agreed problem area.
When the symptoms have reduced or resolved, usually connected
with the resolution of the problem area, the therapy enters the third
and final phase, when it is important to review what happened
since the beginning of the therapy, focusing in the changes made
by the patient, namely self awareness, situation analysis capacity,
communication style, symptom decrease and the capacity to
signalize future situations that can trigger new depressive symptoms
and which skills were more adapted. Originally the therapy did not
have included following sessions but nowadays there are some authors
that preconize maintenance sessions [4,5] and a not ending therapy,
giving the opportunity to the patient to return whenever he want [6].
The literature of clinical practice of interpersonal therapy in
Portugal is very scarce, even knowing that the therapy has shown
being highly effective, similar to cognitive behaviour therapies in major
depression disorder. The only known portuguese study until date is from
Carlos Gois [7]. Given this lack of research, we pretend to evaluate the
efficacy of the interpersonal therapy in a portuguese major depression
disorder population in both public and private settings.
Our aim for this research is to see and compare the results of IPT in
two different settings. Participants: 64 patients that seeked for treatment
in both settings and after being diagnosticated with major depression
disorder, they were offered a full interpersonal therapy intervention.
Method: The interpersonal therapy basic model was the one of Scott
Stuart [6] and we collect demographic data from all the patients
and used two clinical scales: Beck depression inventory and adult
attachment scale - R. Results: They show that interpersonal therapy was
equally effective in both settings. Conclusion: Interpersonal therapy
is effective in the treatment of a portuguese population with major
depression disorder, giving more strength for is spreading through all
the mental health workers.

Introduction
The Portuguese Psychology Association estimate that 19.3%
of the portuguese population will suffer of any type of depressive
disorder during their lifespan, 6.8% annual prevalence of Major
depression Disorder (MDD) in the portuguese population and 7.9%
for any affective disorders (www.dgs.pt). In most cases they will be
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prescribed with medication rather than psychotherapy. There are
several reasons for this to happen: it is easier to have access in the
public health system to a General Practice or even a psychiatrist
than a psychological treatment, besides the fact that there are few
well trained - because it is not mandatory - few psychotherapists are
practising in the mental health system and the ones on the system, do
not have the capacity for all the demand. Depression is a public health
problem and should be addressed as such [8]. Concerning the type of
psychotherapies, the most spread are Cognitive Behavioural Therapy
(CBT), psychodynamic therapies and systemic therapies. Usually
Interpersonal Psychotherapy (IPT) is not taught in the psychology
degree, or seldom, and also in the psychiatric internship even when
the data, experimental and clinical, say that IPT is an effective
brief psychotherapy, originally built for MDD in the seventies and
showed equal efficacy as CBT and Imipramine (antidepressant) in
the eighties. During the decades IPT have shown to be effective in
other psychiatric pathologies like dysthymia, bulimia, Post Traumatic
Stress Disorder and so on [1,2,6].
IPT is a psychotherapy based in the biopsychosocial model where
the interpersonal relations are seen as primordial way to improve
patient symptoms, mainly connected to the actual interpersonal
problems [3]. As the name itself expresses, the interpersonal relations
and the way the patients communicate their feelings, distress, ask for
help or give them are very important in the patient evaluation and
their connection with the symptoms and their improvements. There
are three main theories that influence IPT model, the attachment
theory, interpersonal theory and social theory, for which they are all
connected. The attachment style will influence the way the persons
communicate with others and their needs, which determine their
communication style and the way they interact with the others,
create relations and what is the impact on their social network.
Other influences also present in this therapy, like psychodynamic
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theories, but they are not the focus of the intervention and only
used to help the therapist to analyse the patient in their therapeutic
relation. As in all the others psychotherapies, the IPT therapist has a
special care in creating a collaborative setting with the patient, in a
consistent therapeutic process, validating and accepting the patient,
giving a secure place for self disclosure and finally motivating him to
change [9]. Another focus, as in all other therapies, is the therapeutic
alliance, their maintenance and increasing during the intervention,
because they are a good predictor of the permanence of the patient
in the therapeutic process and with a positive influence in the patient
[10,11].
IPT intervention has 3 phases.
The initial phase usually takes two to three sessions and
incorporates evaluation, communication and attachment analysis,
interpersonal inventory and ends with interpersonal formulation and
an agreed problem area.
The second and middle phase normally takes 4 to 12 sessions
and is where the work with the chosen problem area takes place.
There are three main problem areas, (1) Grief and Loss, which is
when someone close dies or loses someone important (divorce)
or losses some of their functions caused by an accident or severe
disease (disabling pathologies like car accidents with the loss of some
member function). What is important to work in these cases is the
therapeutic relation, the denial of the loss, and help the patient to
deal with the new situation, the losses and see what they still have
and can do to improve their present situation and use them in their
interpersonal relationships. Other problem area is (2) interpersonal
disputes, which occurs when the patient have conflicts with partners,
family, friends, colleagues, boss and others. Usually they have
different opinions and the patient do not know how to resolve them,
identifying the relationship as import but being unsatisfied with
the outcome. In this situation we help the patient to better analyse
the situation, recognize the nature of the problem, signalize what
they pretend of the relation, redefine the relationship and strategies
more suitable for the goals of the patient and achieve, again, a stable
emotional state. Usually, they had previous similar reactions for the
same problems, being very important to signalize it and prevent
future relapses. The last problem area is (3) role transition, which is a
common situation in anyone life’s but sometimes can be interpreted
as a dead end situation with a huge loss associated. Examples during
our life’s of role transitions are the transition to adulthood, entering
university, new job, being a father/mother, new residency and so on,
that imply a change in the previous role of the person and can bring
changes that can be considered as more negative than positive. In
this situations the person can develop depressive symptoms, can not
cope with the new situation and start to compare the old with the
new role, seeing is present role only as a negative one. The work of
IPT in this problem area is to help the client to analyse the reasons
for the transition, what have made the patient choose it (or not), see
what they really have lost, what they still have and what have became
better in their new role. This process enables a better self confidence
of the patient and the necessary support for them to start doing plans
and choose different strategies and responsibilities to connect with
the new role.
The third and end phase normally takes place in one or two
J Neurol Psychol 3(2): 5 (2015)

sessions and is import to review all the process, talk about the ending
and the emotions that come with them and prevent future situations
that probably will trigger new depression events [3,6]. Not everyone
advocates follow up sessions, but new literature with experimental
and clinical basis have integrated follow up sessions in some clinical
cases to prevent future depression episodes [4-6].
The aim of our clinical research is to find if IPT is or is not
effective in the portuguese depressed population, and if so, which
differences are evident in the effectiveness between public and private
practice. The reason for these two goals came from the initial idea
of investigation the effectiveness of IPT in Portugal and also because
the two main authors, both clinical experienced, work in two totally
different settings and the patients came naturally from theses two
different healing environments. Given this junction we decided to see
if any of these healing environments were better than the other and if
there was differences in the patient’s characteristics.

Material and Methods
Patients
The patients included in this study where the ones diagnosed
with MDD by their therapist and afterwards were referred to IPT
psychotherapy. This was not a clinical trial (a new intervention
proposal) but our daily clinical practice in both settings. 64 cases
where referred, being 30 from the public practice and 34 from the
private practice. There was no exclusion criterion to be accepted into
this study. Being with anti-depressive or any other psychotropic drug
was accepted in our intervention.

Clinical assessment
Sociodemographic assessment was made for all the patients. A
complete medical and psychiatric history was made and also assessed
their medication.

Psychometric assessment
Beck Depression Inventory (BDI) [12]: Validated for a
portuguese population by Vaz Serra and Pio Abreu [13]. This is a 21
questions scale, and each answer being scored on a scale value of 0
to 3. Higher total score indicates more severe depressive symptoms.
The standardized cutoffs are 0-13: minimal depression; 14-19: mild
depression; 20-28: moderate depression; and 29-63: severe depression.
The Adult Attachment Scale (AAS-R) [14]: The portuguese
version of the AAS-R [14] was used to detect the three attachment
dimensions, secure, anxious and trusting others (reverse avoidant)
previously obtained by a factor analysis procedure and explaining the
46.62% in variance. In the validation procedure, reliability assessed
by Cronbach’s coefficient a provided 0.84, 0.67 and 0.54 to secure,
anxious and trusting others’ attachment sub-scales, respectively. All
sub-scale scores range from 6 to 30 [15].
The scale consists of 18 items scored on a 5 point likert-type scale.
It measures adult attachment styles named “secure”, “preoccupied”,
“fearful”, “dismissing” and “not classified”.
No other psychometric assessments were used in both settings.

Study design
The patients were evaluated at baseline and at the end of treatment.
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IPT was delivered on a weekly basis between 6 to 32
sessions depending entirely on the therapist evaluation. All the
psychotherapeutic interventions add a basic structure of the IPT
treatment [6].

Table 1: Sociodemographic characteristics of both public and private participants’
settings.
Results

Public

Sex

Private

(x2 (1, n= 64) =0.694, p= 0.405, phi= 0.14)

Statistical analysis

Female

24 (80%)

23 (67.6%)

To compare groups with nominal variable, we employed the ChiSquared test.

Male

6 (20%)

11 (32.4%)

In univariate analysis and in order to detect the differences at
baseline between continuous variables, we used unpaired t-tests or
the Mann-Whitney U test, after checking for normal distribution,
with the Shapiro-Wilk test and K-S test.
Repeated measures pair t-test were conducted to examine the
variance between continuous variables at the baseline and at the
ending of the intervention.
Repeated measures McNemar-Bowker Test Symmetry were
conducted to examine the variance between nominal variables at the
baseline and at the ending of the intervention.
SPSS v.22 for Mac was used for all evaluations. The significance
level was accepted as p < 0.05 (two-sided) in all analyses.

Results
Participant’s characteristics
They were 64, 30 from the public setting and 34 from the private
practice. We found no differences between both settings concerning
in gender and age. 73.4% were female (x2 (1, n=64)=0.694, p=0.405,
phi=0.14) and 63.6% had a age between 26 and 45 years old
(p=0.356, Mann-Whitney). They had no difference in their family
(x2 (n=64)=11.754, p=0.124, phi=0.429) and personal (x2 (8, n=64)
=12.662, p=0.405, phi=0.445) psychiatric background. 20% had a
family member with an affective disorder and 36% of the participants
with, at least, one previous episode of an affective disorder before this
treatment.
5 of the participants had no BDI criteria for depression (7.9%), but
were accepted in the intervention. In all the other sociodemographic
characteristics both participants settings were different (Table 1).

Public setting
They came more from a rural area (56.7%), were more divorced
and single, lower education degree (only 20% more students with
an university degree), more unemployment (20%) but also students
(20%). They had more previous psychiatric follow up (66.7%) and
came with more medication prescribed (86.7%). The most common
medication was antidepressive, seen in 86% of the cases.

Private setting
They all came from an urban area, had more stable relations
(70.6% married or together with someone), higher education degree
(52.9% with an university degree), a more stable work situation
(94.1% employed), had less previous psychiatric follow up (44.2%)
and medication (41.2%).

Clinical data
Number of sessions were significantly different between public
and private settings. (Mann-Whitney Test: Private (Md=8, n=34),
J Neurol Psychol 3(2): 5 (2015)

Age

(p=0,356, Mann-Whitney)

<25

4 (13,3%)

3 (8.8%)

26-35

9 (30%)

12 (35.6%)

36-45

11 (36.7%)

10 (29.4%)

46-55

5 (16.7%)

7 (20.6%)

>56

1 (3.3%)

2 (5.9%)

Living area

(x2 (2, n= 64) =26.235, p= 0.0, phi= 0.64)

Urban

13 (43.3%)

34 (100%)

Village

14 (46.7%)

0 (0%)

Rural

3 (10%)

0 (0%)

Working Status

(x2 (3, n= 64) =14.297, p= 0.003, phi= 0.47)

Student

2 (20%)

0 (0%)

Employed

18 (60%)

32 (94.1%)

Unemployed

6 (20%)

1 (2.9%)

Retired

0 (0%)

1 (2.9%)

Education Status

(x (5, n= 64) =11.911, p= 0.036, phi= 0.431)
2

Primary

1 (3.3%)

1 (2.9%)

Basic

5 (16.7%)

3 (8.8%)

Secondary

6 (20%)

1 (2.9%)

High School

12 (40%)

11 (32.4%)

University

6 (20%)

18 (52.9%)

Marital Status

(x2 (3, n= 64) =15.648, p= 0.01, phi= 0.49)

Single

11 (36.7%)

8 (23.5%)

Married

8 (26.7%)

24 (70.6%)

Divorced

10 (33.3%)

1 (2.9%)

Widow

1 (3.3%)

1 (2.9%)

public (Md=12.5, n=30), U=237.5, z=-3.686, p=.0, r=0.46 (median
effect size). Their mean was 23.44 (SD=6.234). The public setting
needed more sessions than the private practice (Table 2).
They showed no difference in their baseline BDI answers (MannWhitney Test: Private (Md=23, n=34), public (Md=25, n=30), U=
435, z=-0.8, p=0.422, r=0.1 (small effect size). Their mean was 23.44
(SD=6.234).
They showed no difference in their end intervention BDI answers
(Mann-Whitney Test: Private (Md=10, n=34), public (Md=9.5,
n=30), U= 388, z=-0.807, p=0.420, r=0.1 (small effect size). Their
mean was 11.80 (SD=7.854).
BDI at baseline and at the end of the intervention decreased
significantly from mean 23.68 (SD=5.871) to 11.95 (SD=7.835) pair
t-test (M=23.68 SD=5.871), t(59)=12.995, p=0 (two tailed). The mean
reduction was of 11.729 with 95% confidence in an interval from
9.922-13.535. Eta square of 0.74 which is a big effect size.
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The public and the private settings showed different initial
AAS-R (attachment) results. The public setting showed more secure
attachments and non classified, instead, the private practice showed
more preoccupied and fearful attachments (x2 (4, n=64) =14.894, p=
0.005, phi= 0.482).
At the end of the intervention, the results in the AAS-R between
the two populations maintained their difference (x2 (4, n=59) =10.036,
p=0.04, phi=0.412). There was still more secure and not classified
attachment participants in the public setting (Table 3).
AAS-R answers changed in both setting between the baseline and
at the end of the intervention (McNemar-Bowker Test (8, n=59) = 20,
p=0.01, phi=1.053 (big size effect)) (Table 4).

Discussion and Conclusion
This preliminary study concerning the effectiveness of IPT in a
Table 2: Clinical data about the two populations.
Results

Public

Private

Sex

(x2 (1, n= 64) =0.694, p= 0.405, phi= 0.14)

Female

24 (80%)

Male

6 (20%)

Age

(p=0,356, Mann-Whitney)

<25

4 (13.3%)

26-35

23 (67.6%)
11 (32.4%)

Table 3: Adult Attachment Scale - R answers between both public and private
participant’s setting were different.

AAS-R

Public

Baseline

Private
(x (4, n= 64) =14.894, p= 0.005, phi= 0.482)
2

Secure

6 (20%)

4 (11.8%)

Preoccupied

5 (16.7%)

13 (38.2%)

Fearful

8 (26.7%)

15 (44.1%)

Dismissing

2 (6.7%)

2 (5.9%)

Not classified

9 (30%)

0 (0%)

End Treatment

(x2 (4, n= 59) =10.036, p= 0.04, phi= 0.412)

Secure

11 (36.7%)

8 (23.5%)

Preoccupied

4 (13.3%)

15 (44.1%)

Fearful

4 (13.3%)

8 (23.5%)

Dismissing

1 (3.3%)

2 (5.9%)

Not classified

5 (16.7%)

1 (2.9%)

Table 4: Adult Attachment Scale - R answers changed between the baseline and
at the end of the intervention.

AAS-R
McNemar-Bower test

Baseline

End Treatment

(x2 (4, n= 64) =14.894, p= 0.005, phi= 0.482)

Secure

10 (15.6%)

19 (32.2%)

Preoccupied

18 (28.1%)

19 (32.2%)

3 (8.8%)

Fearful

23 (35.9%)

12 (18.8%)

9 (30%)

12 (35.6%)

Dismissing

4 (6.3%)

3 (4.7%)

36-45

11 (36.7%)

10 (29.4%)

Not classified

9 (14.1%)

6 (9.4%)

46-55

5 (16.7%)

7 (20.6%)

>56

1 (3.3%)

2 (5.9%)

Family Psychiatric
background

(x2 (n= 64) =11.754, p= 0.124, phi= 0.429)

Affective disorder

3 (10%)

10 (29.4%)

Anxiety disorder

2 (6.7%)

1 (2.9%)

Suicide attempt

1 (3.3%)

1 (2.9%)

Psychosis

0 (0%)

1 (2.9%)

Drug abuse

2 (6.7%)

1 (2.9%)

None

24 (80%)

14 (41.2%)

Personal Psychiatric
History

(x2 (8, n= 64) =12.662, p= 0.405, phi= 0.445)

Affective disorder

13 (43.3%)

10 (29.4%)

Anxiety disorder

1 (3.3%)

4 (11.8%)

Adjustment Disorder

2 (6.6%)

0 (0%)

Personality disorder

3 (10%)

0 (0%)

none

11 (36.9%)

20 (58.8%)

Previous Followup

(x2 (7, n= 64) =38.632, p= 0.0, phi= 0.78)

Active Outpatient

10 (59%)

2 (5.9%)

Abandoned Outpatient 1 (3.3%)

2 (5.9%)

Release Outpatient

3 (10%)

11 (32.3%)

None

5 (16.7%)

Previous Medication
None

19 (55.9%)

(x (8, n= 64) =36.448, p= 0.0, phi= 0.75)
2

4 (13.3%)

Psychiatric medication 26 (86.7%)
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14 (41.2%)
20 (58.8%)

MDD portuguese population and in two different settings, showed
that the gender, age, family and personal psychiatric history and the
baseline BDI was not different between public and private patients.
The two populations were mainly female patients with 26 to 45 years
old, 20% had past family history of affective disorder and 36% had
one previously, at least, episode of affective disorder.
The results also demonstrate that 92.1% of the cases had,
psychometrically, a depression (BDI higher than 14) and meaning that
almost all were well referred to an intervention aimed to depression.
Besides this similarities, as we could previous expect, the two
settings, public and private, had sociodemographic differences. The
public population was more from rural areas, had less education,
worst work situation, but also more students, came to the intervention
with more medication and had higher previous psychiatric follow up.
What was quite surprising was the attachment style differences
between the two populations and given the worst personal psychiatric
history in the public setting. We should expect a more dysfunctional
attachment style, but the public participants showed a more
secure attachment style, while the private patients showed higher
preoccupied, fearful and dismissing attachment styles. Probably,
these differences are explained, in our clinical opinion, by the
different reasons for treatment seeking. In our perspective, patients
from private practice have a significant higher consciousness of
their problems and, therefore, higher motivation to seek treatment.
Probably connected to their attachment profile, more demanding and
with a higher inner capacity to ask for help (they are the ones that have
to search for a solution - more proactive). Instead, the public patient
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is identified by the doctor who refers these patients for treatment,
maybe showing a lower inner capacity to ask for help. More research
should analyse this results and hypothesis.
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