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“The facts will eventually test all our theories, and they form, after all, the only
impartial jury to which we can appeal.”

—Jean Louis Rodolphe Agassiz[1]

How do you treat posttraumatic stress disorder (PTSD)? Exposure, exposure, exposure. If
your patient gets traumatized at Carnegie Hall, he or she needs, either in vivo or in mind, to
revisit the location. So say an expert consensus,[2] the American Psychiatric Association
treatment guidelines,[3] and the Institute of Medicine;[4] indeed, the last recommends
nothing but exposure for PTSD, based on available research evidence. The paradigm is to
evoke the patient’s memories with reminders of the trauma, activating the “fear network,”
and then give the patient a chance to habituate to the fears in safe circumstances, eventually
extinguishing the fear response.[5]

There is no question that exposure-based treatments (EBTs) work for patients with PTSD,
but whether this is the royal road to reprocessing—the lone route to treatment—is hardly
clear. It would be unusual for treatment of a major psychiatric disorder to have a single
mechanism. Consider the many different efficacious treatments for major depression:
cognitive therapy, interpersonal psychotherapy (IPT), behavioral activation, serotonin and
noradrenergic reuptake inhibitors, monoamine oxidase inhibitors, bupropion, ECT, TMS,
etc. Furthermore, treatment studies have shown some benefits for non-exposure-focused
psychotherapies for PTSD.[6]

Another vantage point for studying PTSD is interpersonal. Many PTSD symptoms concern
interactions with others. Individuals with PTSD tend to withdraw socially and feel cut off
from their feelings: they become socially and emotionally detached. PTSD shatters their
sense of safety in their environment, and with people in that environment, leaving them
interpersonally hypervigilant.[7] Their marital, social, and occupational functioning is
impaired. Lack of perceived social support is a replicated, major risk factor for developing
PTSD following trauma.[8,9] Much research indicates the generalized protective effects of
social supports against psychopathology (a source of resilience), and the disruptive effects of
losing social supports. So in considering alternative theories to the activation of patients’
cognitive fear networks in PTSD,[5] we might posit the disruption of their social networks.[6]

IPT
Interpersonal psychotherapy (IPT[10]) is a time-limited, diagnosis-targeted treatment that
focuses on affect and life events. IPT has repeatedly demonstrated efficacy for major
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depressive disorder, a common PTSD comorbidity. Treatment is based not on exposure but
on the link between the patient’s feelings and the environment—intuitively a nice fit for
PTSD. Following a medical model, the IPT therapist emphasizes that PTSD is a treatable
disorder and not the patient’s fault, thereby relieving patient self-blame. Treatment addresses
the patient’s current interpersonal status, focusing on either complicated grief (following the
death of a significant other), a role dispute (a struggle with a significant other), or a role
transition (e.g. the aftershock of a traumatic event).

The IPT therapist neither assigns homework nor encourages exposure to trauma reminders.
Instead, IPT addresses the interpersonal sequelae of having been traumatized by exploring
the patient’s feelings and actions in current daily life encounters. This helps emotionally
detached and dissociated patients to face, name, understand, integrate, and use their feelings
in interactions with others in their lives. Rather than seeing feelings as inchoate, dangerous,
and best avoided, patients with PTSD learn to recognize them as useful social responses, put
them into words, and use them to renegotiate interpersonal relationships. This sense of
(re)gaining control over their feelings and environment is the sort of psychotherapy success
experience[11] that generates clinical improvement. IPT has been shown to help patients to
build social supports that protect against psychopathology and to build interpersonal
skills.[6,10]

We tested IPT in an open, 14 weekly session trial of 16 individuals with chronic (7.7 + 9.9
[SD] years) PTSD. This required little adaptation of standard IPT[10]—mainly the explicit
proscription of encouraging exposure to trauma reminders. Sessions focused on daily
interactions with family members, friends, co-workers, and others in the patients’
environment. Fifteen (94%) subjects completed treatment. Scores on the Clinician
Administered PTSD Scale (CAPS[12]), the canonical PTSD assessment, fell from 66.3 (16.0)
to 23.5 (16.1) (P = 0.001) with gains across symptom clusters. A CAPS score of 66 indicates
severe PTSD and is roughly comparable to severity scores in many other PTSD trials.
Treatment response, defined a priori as > 30% decline in CAPS score, was 81%; and
remission, defined as CAPS <20, was 44%. Depression, anger, and social function also
improved. Intriguingly if unsurprisingly, as patients improved, they spontaneously exposed
themselves to trauma reminders—a necessity, after all, for PTSD remission.[6,7]

These results are encouraging, but an open trial can only provide preliminary support for an
approach, not determine efficacy. Other IPT researchers have reported similarly encouraging
results in small open[13,14] and controlled[15,16] studies of group IPT for PTSD. To test the
efficacy of individual IPT for PTSD, we are currently conducting an NIMH-funded,
randomized controlled trial comparing IPT, Prolonged Exposure, and Relaxation therapy at
Columbia/New York State Psychiatric Institute.

Discussion
Exposure-based treatments may suit some patients better than others. If life had previously
been stable, the patient well adjusted, and an unforgettable catastrophe then occurred and
triggered PTSD, focal EBT might be ideal. Stovall-McClough and Cloitre,[17] Lanius et
al.,[18] and others have argued that chronically traumatized individuals and other PTSD
patients who present with prominent dissociative symptoms may respond poorly to EBTs
and need a more affect-based approach, at least as an initial treatment step.[19] If so, IPT
might fit that bill.

Every treatment strategy has tradeoffs. There may be disadvantages to not immediately
confronting the precipitating traumatic events in treating PTSD. A potentially compensatory
advantage of IPT for PTSD is its flexibility of focus. Most EBTs for PTSD, for better and
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worse, focus almost exclusively on the patient’s trauma, repeating the traumatic history
week after week. For some, the trauma is central, but in other cases it may not be the
patient’s predominant current concern. Patients who have major interpersonal or other
difficulties to address—for example, a marriage gone bad in the aftermath of an extra-
domestic trauma—may benefit from focusing on life circumstances that lack direct trauma
reminders. IPT focuses on the patient’s current life situation, whether or not that lies where
the trauma hit.

Many individuals with PTSD are understandably agitated by the prospect of an EBT that
forces them to face the fears they have chronically avoided. IPT, by avoiding this direct
confrontation of trauma reminders, may prove relatively patient friendly. Our open pilot
study had excellent patient retention. Our current comparative psychotherapy trial assesses
patients’ preferences about the psychotherapies to which they face randomization. We even-
handedly and encouragingly explain each treatment approach, noting that Prolonged
Exposure has the best empirical support. Of our first 50 enrolled patients, 11 had a
preference for Prolonged Exposure, whereas 13 preferred not to receive it (the rest reported
no preference). By contrast, 13 hoped for and 11 hoped against Relaxation, whereas 21
desired and only one did not want IPT. As patient preference is a moderator of treatment
outcome,[20] this suggests a potential advantage for IPT. Time will tell.

Why should IPT work in treating PTSD? We need first, of course, to demonstrate that IPT
does work. But if it should, it might be interesting to speculate why. This brings us to
attachment[21] and social support, theories that underlie IPT.[6] A child who develops secure
attachment to a mother grows up more confident of his or her environment, more trusting of
relationships, and probably having a larger social network. In contrast, a child who from
trauma or other reasons develops insecure attachment will likely have fewer and more
distant relationships, feel less confident of them, and less likely to confide in them; such
individuals carry a greater risk of developing anxiety disorders.[6,22] The individual with a
secure attachment style who endures trauma later in life may therefore have a more secure
social support network to fall back on and feel more comfortable using it than an insecurely
attached individual. Having confidants to talk things over with may help process traumatic
events and forestall PTSD. Resilience in the face of trauma may thus reflect underlying
secure attachment.[23] Treatments like IPT that focus on affect tolerance and social supports
might work on PTSD through improving security of interpersonal attachment. We are
examining this possibility by measuring Reflective Function,[22] a measure of interpersonal
mentalization and a proxy for attachment, as a potential mediator of IPT in our treatment
study.

Whether or not IPT eventually proves an efficacious alternative to EBTs, the interpersonal
aspects of PTSD bear further study.

Acknowledgments
Contract grant sponsor: National Institute of Mental Health; Contract grant number: R01 MH079078.

Disclosure: Between January 1 and December 31, 2009, Dr. Markowitz received grant support from the National
Institute of Mental Health and royalties from American Psychiatric Press, Basic Books, and Oxford University
Press.

Markowitz Page 3

Depress Anxiety. Author manuscript; available in PMC 2013 June 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Biography

John C. Markowitz, M.D., is a Research Psychiatrist at New York State Psychiatric
Institute, a Professor of Clinical Psychiatry at Columbia University College of Physicians &
Surgeons, and an Adjunct Clinical Professor of Psychiatry at Weill Medical College of
Cornell University in New York City. He had the fortune to be trained by the late Gerald L.
Klerman, M.D. in interpersonal psychotherapy, which has become one area of study. He
conducts comparative outcome research, currently focusing on chronic posttraumatic stress
disorder and mood disorders.

REFERENCES
1. Agassiz, JLR. Geological Sketches. Vol. Chapter 9. Boston: Fields, Osgood; 1870.

2. Foa EB, Davidson JRT, Frances A. The expert consensus guideline series: treatment of
posttraumatic stress disorder. J Clin Psychiatry. 1999; 60:15.

3. American Psychiatric Association. Practice guideline for the treatment of patients with acute stress
disorder and posttraumatic stress disorder. Am J Psychiatry. 2004; 161(suppl):11.

4. Institute of Medicine Committee on Treatment of PTSD. Treatment of Posttraumatic Stress
Disorder: An Assessment of the Evidence. Washington, D.C.: National Academy of Sciences; 2008.

5. Foa EB, Kozak MJ. Emotional processing of fear: exposure to corrective information. Psychol Bull.
1986; 99:20–35. [PubMed: 2871574]

6. Markowitz JC, Milrod B, Bleiberg KL, Marshall RD. Interpersonal factors in understanding and
treating posttraumatic stress disorder. J Psychiatr Pract. 2009; 15:133–140. [PubMed: 19339847]

7. Bleiberg KL, Markowitz JC. Interpersonal psychotherapy for posttraumatic stress disorder. Am J
Psychiatry. 2005; 162:181–183. [PubMed: 15625219]

8. Brewin CR, Andrews B, Valentine JD. Meta-analysis of risk factors for posttraumatic stress disorder
in trauma-exposed adults. J Consult Clin Psychol. 2000; 68:748–766. [PubMed: 11068961]

9. Ozer EJ, Best SR, Lipsey TL, et al. Predictors of posttraumatic stress disorder and symptoms in
adults: a meta-analysis. Psychol Bull. 2003; 129:52–73. [PubMed: 12555794]

10. Weissman, MM.; Markowitz, JC.; Klerman, GL. Clinician’s Quick Guide to Interpersonal
Psychotherapy. New York: Oxford University Press; 2007.

11. Frank J. Therapeutic factors in psychotherapy. Am J Psychotherapy. 1971; 25:350–361.

12. Blake DD, Weather FW, Nagy LM, et al. The development of a clinician-administered PTSD
scale. J Traumatic Stress. 1995; 8:75–90.

13. Robertson M, Rushton P, Batrim D, et al. Open trial of interpersonal psychotherapy for post
traumatic stress disorder. Australas Psychiatry. 2007; 15:375–379. [PubMed: 17828633]

14. Ray RD, Webster R. Group interpersonal psychotherapy for veterans with posttraumatic stress
disorder: a pilot study. Int J Group Psychother. 2010; 60:131–140. [PubMed: 20059298]

15. Krupnick JL, Green BL, Stockton P, et al. Group interpersonal psychotherapy with low-income
women with posttraumatic stress disorder. Psychother Res. 2008; 18:497–507. [PubMed:
18816001]

16. Campanini RF, Schoedl AF, Pupo MC, et al. Efficacy of interpersonal therapy-group format
adapted to post-traumatic stress disorder: an open-label add-on trial. Depress Anxiety. 2010;
27:72–77. [PubMed: 20013958]

17. Stovall-McClough K, Cloitre M. Unresolved attachment, PTSD, and dissociation in women with
childhood abuse histories. J Consult Clin Psychol. 2006; 74:219–228. [PubMed: 16649866]

Markowitz Page 4

Depress Anxiety. Author manuscript; available in PMC 2013 June 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



18. Lanius RA, Vermetten E, Loewenstein RJ, et al. Emotion modulation in PTSD: clinical and
neurobiological evidence for a dissociative subtype. Am J Psychiatry. 2010; 167:640–647.
[PubMed: 20360318]

19. Cloitre M, Stovall-McClough KC, Nooner K, et al. Treatment for PTSD related to childhood
abuse: a randomized controlled trial. Am J Psychiatry. 2010 Jul 1. [Epub ahead of print].

20. Kocsis JH, Leon AC, Markowitz JC, et al. Patient preference as a moderator of outcome for
chronic depression treated with nefazodone, cognitive behavioral analysis system of
psychotherapy, or their combination. J Clin Psychiatry. 2009; 70:354–361. [PubMed: 19192474]

21. Bowlby, J. Attachment and Loss. New York: Basic Books; 1973.

22. Fonagy P. The human genome and the representational world: the role of early mother-infant
interaction in creating an interpersonal interpretive mechanism. Bull Menninger Clin. 2001;
65:427–448. [PubMed: 11531137]

23. Betancourt TS, Khan KT. The mental health of children affected by armed conflict: protective
processes and pathways to resilience. Int Rev Psychiatry. 2008; 20:317–328. [PubMed: 18569183]

Markowitz Page 5

Depress Anxiety. Author manuscript; available in PMC 2013 June 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript


