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Abstract

Background—Interpersonal psychotherapy (IPT) has demonstrated efficacy in treating mood

and eating disorders. This article critically reviews outcome research testing IPT for anxiety

disorders, a diagnostic area where cognitive behavioral therapy (CBT) has dominated research and

treatment.

Methods—A literature search identified six open and five controlled trials of IPT for social

anxiety disorder (SAD), panic disorder, and posttraumatic stress disorder.

Results—Studies were generally small, underpowered, and sometimes methodologically

compromised. Nonetheless, minimally adapted from its standard depression strategies, IPT for

anxiety disorders yielded positive results in open trials for the three diagnoses. In controlled trials,

IPT fared better than waiting list (N = 2), was equipotent to supportive psychodynamic

psychotherapy (N = 1), but less efficacious than CBT for SAD (N = 1), and CBT for panic

disorder (N = 1) in a methodologically complicated study. IPT equaled CBT in a group residential

format (N = 1).

Conclusions—IPT shows some promise for anxiety disorders but has thus far shown no

advantages in controlled trials relative to other therapies. Methodological and ecological issues

have complicated testing of IPT for anxiety disorders, clouding some findings. The authors discuss

difficulties of conducting non-CBT research in a CBT-dominated area, investigator bias, and the

probable need to further modify IPT for anxiety disorders. Untested therapies deserve the fairest

possible testing. Depression and Anxiety 00:1–10, 2014.
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INTRODUCTION

Anxiety disorders have long been considered the psychotherapeutic province of cognitive

behavioral therapy (CBT), which holds by far the best empirical track record among

psychotherapies for their treatment. The fear extinction paradigm provides a plausible

mechanism for CBT in anxiety, particularly but not exclusively for treating posttraumatic

stress disorder (PTSD).[1] Cognitively framed interventions seem to add benefit beyond

exposure per se in some anxiety disorders, such as social anxiety disorder (SAD).[2]

Interpersonal psychotherapy (IPT) has established efficacy for treating mood and eating

disorders[3,4] but has received far less study for anxiety disorders. A growing if still

fragmentary literature, however, suggests IPT may benefit patients with anxiety disorders,

perhaps by targeting different mechanisms than CBT.[5] Like mood and eating disorders,

which IPT, CBT, and medications all treat effectively, anxiety disorders may respond to

diverse therapeutic approaches. As no one treatment benefits all patients, it is important that

anxiety disorders, the most prevalent category of psychiatric disorder and cause of great

disability, suffering, and ongoing cost,[6–9] have a range of empirically supported

psychotherapies. Effective treatment can potentially reduce these patients' medical and

psychiatric care costs.[9] Further, the field lacks an evidence-based psychotherapy for

anxiety comorbid with other disorders, most commonly depression. This article reviews the

current empirical literature on IPT for DSM-IV social phobia, panic disorder, and PTSD and

considers IPT's future in anxiety treatment.

RATIONALE

Anxiety disorders have interpersonal features, triggers, and contexts. Interpersonal

discomfort and dysfunction lie at the heart of SAD. Panic disorder, too, is associated with a

range of interpersonal difficulties. Milrod et al. found interpersonal loss events coincided

with panic disorder onset in at least half of two patient samples,[10,11] and that such losses

might influence psychotherapy treatment outcome.[11] PTSD is characterized by social

withdrawal, emotional blunting, anger dysregulation, and interpersonal hypervigilance.[12]

Interpersonal traumas have more severe impact than impersonal traumas.[13–16]

Patients with anxiety disorders typically have difficulties confronting others, expressing

anger, and expressing their wishes. IPT's goal of interpersonal and affective attunement,

focusing on the useful meaning of emotions in the context of relationships, may provide an

alternative approach for such patients; assuming, of course, that IPT is effective. IPT has

repeatedly lowered anxiety symptoms in treating patients with mood and eating disorders.
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HOW DO CBT AND IPT DIFFER?

CBT is highly structured, which may reassure some anxious patients. Although CBT

protocols vary for different diagnoses, sessions generally begin by setting an agenda and end

with assigning agreed-upon homework. The therapist offers a cognitive and/or behavioral

psychoeducational rationale for the disorder (catastrophic or exaggerated, irrational thoughts

provoke symptoms; behavioral avoidance increases the perceived danger of a threatening

situation), helps patients to record cognitions or apotropaic, avoidant behaviors in an

anxiety-scaled hierarchy, and then provides a sequential, structured intervention to address

the fears, building from mildest to worst. Many protocols have a defined plan for each of the

time-limited sessions (e.g., imaginal exposure begins in session no. 3). The interventions

typically place the patient in a feared situation, either imaginally or in vivo, to test and

hopefully disprove irrational cognitions (“What's the evidence for that thought? Against

it?”) and to habituate to and diminish or extinguish fears. Therapists may accompany

patients on some in vivo exposure assignments (e.g., driving across bridges who has patient

who has specific phobia).

IPT focuses not on thoughts (cognitions) or behavioral tasks but on feelings in interpersonal

situations, helping patients to understand them as useful signals of interpersonal encounters.

(“What did you feel when she said that? Is it reasonable that you felt angry then? What did

you say in response?”) IPT stands on two premises: (1) symptoms reflect a treatable illness

that is not the patient's fault, and (2) symptoms arise in an interpersonal context. Originally

developed to treat major depression, IPT framed the onset of depressive episodes within one

of four empirically supported interpersonal crises: (1) grief (complicated bereavement); (2) a

role dispute (struggle with a significant other, which the patient is invariably losing); (3) a

role transition (any life change, such as a geographical move, onset of medical illness,

marriage or divorce, starting or losing a job); or (4) interpersonal deficits (social isolation).

The goal of this time-limited treatment is to resolve the life crisis, helping patients to build

social skills, communicate their emotions more effectively,[17] and mobilize protective

social supports. Doing so, as numerous randomized controlled trials (RCTs) for depression

and eating disorders have demonstrated, yields symptomatic improvement. IPT usually

assigns no homework, avoids psychodynamic interpretations,[18] and generally has less

structured, more informal, more affect-focused and emotionally charged sessions than CBT.

Yet the therapies do overlap. CBT therapists seek affectively charged cognitions, and their

sessions should engage emotions. CBT and IPT share a time-limited format,

psychoeducation (albeit disparately emphasizing cognition/behavior vs. emotion in

interpersonal context), and a focus on the patient's current life problems. The adaptations of

IPT for anxiety disorders described below preserved the original IPT approach for

depression, using roughly the same focal problem areas (e.g., role dispute) and linking

symptoms to painful interpersonal encounters: for example, a patient bullied by a significant

other felt covertly angry but demurred, saying nothing, and later that day had a panic attack.

METHODS

The authors conducted a literature search of PubMed and Google Scholar employing the

terms “interpersonal psychotherapy,” “IPT,” and each of the DSM-IV anxiety disorders.
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Open and controlled trials were included, but not purely theoretical papers. This search

yielded 11 studies: four of social phobia, two of panic disorder, and five of PTSD. Six were

open trials, five controlled. This small group of studies, spread across diagnoses, precluded

meta-analysis but allowed appraisal of their quality while evaluating IPT's effects across a

range of disorders. Published or calculated IPT effect sizes (ESs) are presented for all but

one trial.

RESULTS

The literature review revealed an expectable pattern of initial small open trials, mostly

conducted by investigators with IPT allegiance, which generally achieved promising

preliminary results. In these trials, researchers only modestly adapted standard acute IPT for

depression[3] to treat the targeted anxiety disorder. Open trials assess feasibility but cannot

demonstrate efficacy. Following these came larger RCTs comparing IPT to CBT and other

conditions. Some showed advantages for CBT over IPT, but a subset was conducted by

investigators whose allegiance apparently leaned to CBT, raising questions of therapist and

researcher allegiance.[19] We review the results by disorder. Studies prohibited outside

treatment unless otherwise noted.

SOCIAL PHOBIA (SAD)

SAD is characterized by interpersonal discomfort, deference, and avoidance, a distressing

difficulty in social functioning that IPT might seem well targeted to address. SAD is

associated with impaired close relationships,[20–22] fewer friendships,[23] greater likelihood

of remaining unmarried,[24] and relationship difficulties.[21,25,26] Some of these

interpersonal difficulties emerge in childhood and adolescence: peer neglect, peer rejection,

harassment, teasing, and bullying,[23,27#x2013;29] arising partly because these individuals

have trouble asserting themselves. IPT views these difficulties not merely as sequelae of

social anxiety and avoidance but as reciprocal interactions that develop and maintain this

disorder. Adaptation of IPT for SAD emphasizes the interplay of symptoms and problems in

relationships particularly in the IPT problem area of role transition.

In the first test of IPT for an anxiety disorder, Lipsitz et al.[30] in New York conducted an

open trial of 14 weeks of IPT in nine patients with social phobia. IPT was modestly adapted

to this population: absent a prominent immediate crisis, such as a role transition, therapists

conceptualized therapy itself as a role transition. All patients completed treatment. At

termination, 7 (78%) were rated much or very much improved by Clinical Global

Improvement Scale (CGI).[31] Patients improved on the Liebowitz Social Anxiety Scale

(LSAS)[32] and other instruments (see Table 1).

Subsequently, Lipsitz et al.[33] compared 14 weeks of IPT to manualized supportive

psychodynamic therapy in a randomized trial of 70 patients with SAD (91% generalized

subtype). The same therapists delivered both therapies, a “crossed therapist” design. Patients

in both groups significantly improved, with no statistical between-treatment differences in

symptom severity or response rates. Mean LSAS scores decreased from 67.7 to 46.9 in IPT

and from 64.5 to 49.8 in supportive therapy. Only a scale measuring concern about negative

evaluation showed IPT superior. Limitations of this initial controlled trial of IPT included
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overlapping administration of the two therapies by the same therapists and the choice of

“control” therapy, which overlaps with psychodynamic therapy recently found efficacious

for SAD.[34] Subsequent analyses of treatment adherence raised concerns about suboptimal

adherence, particularly for middle sessions,[35] consistent with concerns Falkenstrp̈m et

al.[19] have raised regarding treatment contamination in crossed design studies. The authors

recommended that future IPT social phobia studies employ a better defined comparison

therapy, different therapists administering each therapy, a larger sample, and more rigorous

follow-up assessments.

Borge et al.[36] in Norway compared 10 weeks of group IPT with group CBT in a

specialized, tertiary care residential setting for 80 treatment-resistant patients with social

phobia. IPT followed Lipsitz et al.'s (unpublished) manual. Although treatment eschewed

pharmacotherapy, copious residential therapeutic and milieu activities may have

overwhelmed any differences between the relatively low intensity group psychotherapies.

Both groups improved significantly on the Anxiety Disorder Interview Schedule[37] and

other measures, with no significant between-treatment differences. Both IPT and CBT

cohorts showed continued improvement, without between-group differences, at 1-year

follow-up—during which most patients received interval treatments.

Stangier et al.[38] at two German sites conducted the largest trial for DSM-IV SAD,

randomizing 106 medication-free patients to 16 sessions (and one booster session) of either

IPT or CBT, or a waiting list (WL) control. Although nearly all therapists for both therapies

had CBT backgrounds (Stangier, personal communication to JL, September 24, 2013), one

treatment site had “previously specialized in IPT,” the other in CBT. IPT used the Lipsitz et

al. manual, CBT followed Clark's cognitive therapy model of social phobia.[38] Ten ses

sions lasted a standard 50 min, whereas six sessions could be extended to 100 min

(unprecedented for IPT) to allow prolonged behavioral experiments in CBT, which included

videotaping. The authors state that separate teams of therapists with comparable training and

experience in IPT, CBT, and SAD delivered the therapies. Therapist self-reported adherence

ratings (a weak measure) and patient treatment credibility and treatment alliance ratings

were high for both treatments, without statistical difference.

Thirty-four of 38 (89%) IPT and 31 of 38 (82%) CBT patients completed treatment. Both

psychotherapy groups significantly improved more than the WL. CBT improved more than

IPT: 66% of CBT, 42% of IPT, and 7% of WL patients were deemed responders (markedly

or moderately improved) by CGI. At 1-year follow-up, 68% of CBT and 32% of IPT met

response criteria, with more IPT patients seeking outside treatment during that interval. Both

treatments decreased associated depressive symptoms comparably. No significant

differences emerged between IPT and CBT groups at treatment completion or on follow-up

in self-reported symptoms of social anxiety using the Social Phobia Anxiety Inventory, a

well-validated social anxiety measure.[39]

In a process/outcome paper, these researchers[40] examined change mechanisms in 62 of the

76 study patients who received active psychotherapy. Patients and therapists rated common

efficacy factors after each session. Therapists reported significantly greater focus on

behavioral coping strategies in CBT than IPT and greater use of resource activation and
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motivational clarification. No differences appeared in problem activation or the therapeutic

relationship.

Summary—In one open and three controlled trials, IPT consistently lowered social anxiety

symptoms. It is perhaps unsurprising that a treatment focused on feelings and relationships

might benefit patients with SAD. IPT was superior to a WL control, a weak comparator.

Controlled trials, however, showed no advantages for IPT over competing therapies in

outpatient and residential settings, and one RCT showed less benefit for outpatient IPT than

CBT. The studies generally lacked statistical power to determine moderators of outcome.

The efficacy of IPT for SAD remains undetermined.

Panic Disorder: Because panic disorder patients experience panic attacks, they commonly

do not recognize their emotional responses to interpersonal situations, which then

overwhelm them with anxiety that seems “out of the blue.”[41] IPT helps patients to under

stand uncomfortable negative emotions such as anger[17] and to express them directly in

social encounters, thus potentially improving both feeling states and social situations.[3]

Lipsitz and colleagues conservatively modified IPT for panic disorder, emphasizing IPT

problem areas of role transition and role dispute as sources of increased interpersonal stress

and limitations in social support (Lipsitz, unpublished manual).

Lipsitz et al.[42] conducted a small open pilot study of 14 weekly IPT sessions for patients

with mild to moderately severe panic disorder; half had agoraphobia. Role transitions and

role disputes predominated. Nine of 12 (75%) patients met Panic Disorder Severity Scale

(PDSS[43]) and CGI response criteria posttreatment, with substantial improvement in panic

symptoms, associated anxiety and depressive symptoms, and physical and emotional well-

being (Table 2).

Vos et al.[44] in Maastricht compared 12 weeks of once weekly CBT and IPT in an RCT

treating 91 patients 18–60 years old with DSM-III or DSM-IV panic disorder with moderate

to severe agoraphobia. Outcome was measured 3 and 4 months after treatment began. One

of us (JCM) introduced therapists to IPT—unmodified for panic disorder—in an initial two-

day workshop. Over the extended course of 9 years, 17 therapists participated in the trial;

initial therapists reportedly trained later therapists. “Therapists were masters-prepared or

higher-level clinicians with a range of experience in delivering CBT and IPT (1–10 years)

prior to this study. To control for individual therapist characteristics, therapists provided

care in both treatment modalities” ([44], p. 2663). This description neither addresses therapist

allegiance, nor whether therapists possessed equivalent experience with each therapy. A

modified CSPRS[45] adherence instrument from the NIMH TDCRP trial assessed therapist

adherence, and treatment credibility was measured after the first treatment session. Therapist

adherence was reportedly good and treatment credibility equivalent. Nonetheless, the

authors acknowledge that “most participating therapists were CBT orientated [sic] and

therefore might have had difficulty applying IPT for panic disorder with agoraphobia” ([44],

p. 2669).

One primary treatment outcome was idiosyncratic: a behavioral task constituting essentially

a prima facie CBT test of learning, which did not address the core elements of the panic
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syndrome. The other primary outcome, panic attack frequency status, is also suboptimal,

failing to capture the episodic, complex nature of the disorder.[43,46,47] Why the researchers

did not employ the PDSS,[43] the standard panic outcome measure,[43,46,47] passes

unexplained.

Nine (21%) IPT and 15 (31%) CBT patients dropped out of treatment.[44] Both treatment

groups showed panic improvement, with CBT showing significantly greater improvement

than IPT in panic frequency (P < .05). CBT patients improved significantly on the

behavioral task test whereas (unsurprisingly) IPT patients did not (P < .05). CBT patients

improved significantly on the Inventory of Interpersonal Problems (IIP[48]), but IPT patients

(surprisingly) did not. The authors, presumptively CBT allegiant, conclude CBT is the

preferred treatment for panic disorder.

Summary—In both an open and a controlled trial, IPT lowered panic symptoms. CBT

appeared superior in the latter study, but its methodological issues merit discussion,

provided below.

Posttraumatic Stress Disorder: IPT focuses on life events that evoke (or follow from)

patients' emotional states. PTSD, as a life-event-defined diagnosis, seems opportune for IPT

intervention. Patients with PTSD suffer from affective distancing or numbing and withdraw

socially: unable to trust their feelings, they cannot trust their environment. In contrast to the

many exposure-based PTSD treatments based on the fear extinction model, we designed IPT

as a nonexposure treatment for PTSD, focusing not on reliving and habituating to trauma

memories but on affective attunement, using one's feelings to gauge and manage

relationships in daily life.[12–14]

Bleiberg and Markowitz[12] conducted a pilot trial of nonexposure-based IPT for 14 patients

with chronic PTSD. Therapists used roughly the first half of the treatment rebuilding

emotional attunement in benumbed patients (not a typical issue in depression, but a hallmark

of chronic PTSD) before applying standard IPT maneuvers to difficulties with trust and

expressing emotions in daily relationships. Therapists avoided encouraging traumatic

exposure. Patients with varied, but predominantly interpersonal rather than impersonal,

traumas received 14 weekly IPT sessions. All but one patient completed treatment.

Posttreatment, 12 of 14 no longer met diagnostic criteria for PTSD. Clinician-Administered

PTSD Scale (CAPS[49]) scores fell from 67 (SD = 19) to 25 (SD = 17), a large within-group

effect (d = 1.8), with improvement across PTSD symptom clusters. Depressive symptoms

and social functioning improved. As patients became more comfortable with their emotions

and handling daily interpersonal encounters, they exposed themselves without therapist

encouragement to traumatic fear reminders—a change necessary for PTSD remission (Table

3).

Two small Australian trials piloted group IPT for PTSD. Robertson et al.[50] treated 13

patients with PTSD lasting more than 1 year for 8 weeks. All reported adult traumas, seven

combat-related traumas; most had been symptomatic for decades. Ten patients were male,

mean age was 54 (10.2). Nine had received prior exposure-based treatments. Medications (N

= 12) were held stable. All completed group IPT, reporting gains in interpersonal focal areas
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by week 4, and showing ESs on the Impact of Events Scale (IES) of d = 0.67 for avoidance,

0.63 for hyperarousal, but no significant change in intrusion symptoms. Psychosocial

functioning improved (d = 0.78). Gains persisted at 3-month follow-up. Depressive

symptoms and general well-being significantly improved. Overall, PTSD symptom

improvement was considered “modest.” Some benefits, such as decreased isolation, may

reflect general qualities of group therapy rather than IPT specificity.

Ray and Webster[51] conducted another small 8-week trial of 2-hr group IPT sessions for

nine male veterans ages 56–75 with primary PTSD. All had multiple diagnoses, mostly

depression and alcohol abuse; all had previously received CBT, apparently without

response, and eight were taking antidepressant medication. Substance dependence,

psychosis, suicidality, and personality disorders were exclusion criteria. The investigators

developed a manual based on Wilfley et al.'s[52] group IPT model (not inherently PTSD-

focused). Group size ranged from two to four patients. Therapist characteristics are not

described.

All patients in this small, chronically ill, older sample with high mood and prior substance

comorbidity completed treatment, with significantly improved (P = .044) PTSD symptoms

on the IES-R,[53] persisting at follow-up—a trend for depressive symptom improvement on

the Beck Depression Inventory (BDI-II);[54] but no interpersonal functioning improvement

on the IIP.[48] Mean scores are not reported. The authors pronounce group IPT “feasible”

treatment for PTSD.

Krupnick et al.[55] conducted the first controlled trial for PTSD, comparing group IPT to a

WL for 48 multiply traumatized, low-income, largely minority, nontreatment-seeking

women recruited from public family planning and gynecology clinics near Washington, DC.

Medications were held stable. Groups of three to five women received 16 2-hr sessions

conducted by paired female therapists. Only one of the five therapists had prior IPT training;

they reported 5–20 years of clinical experience in group and psychodynamic psychotherapy.

The women treated in group IPT had a mean 6.8 (SD = 4.2) interpersonal traumas. Given the

high-risk population, attrition from IPT was considered low (71% attended at least half of

sessions), but obtaining assessments was difficult: 20/32 (63%) IPT patients and 7/16 (44%)

WL subjects completed termination ratings; at 4-month follow-up, 26 (81%) IPT and 10

(63%) WL subjects were rated. CAPS scores in the IPT group fell from 65.2 (SD = 20.9) at

baseline to 40.6 (21.3) at treatment end and 38.5 (24.4) at 4-month follow-up; for WL,

scores were 62.6 (16.6), 56.6 (25.1), and 41.6 (26.7) (P < .001). The IPT patients improved

on four of five IIP subscales (all but aggression), whereas WL group scores actually

worsened over time. IPT produced significantly greater reductions on the Hamilton

Depression Rating Scale.[56]

Campanini et al.[57] used group IPT as an adjunctive intervention for 40 Brazilian patients

with PTSD secondary to interpersonal violence who had not responded to at least 12 weeks

of pharmacotherapy for PTSD. As in the Krupnick et al. study,[55] treatment consisted of 16

2-hr group sessions; mixed in were two individual sessions before group, one at mid-

treatment, and one posttreatment. IPT did not focus on trauma exposure. Six groups

Markowitz et al. Page 8

Depress Anxiety. Author manuscript; available in PMC 2014 May 28.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



comprised six to eight patients apiece. Patients maintained steady doses of their

psychotropic medications, mainly antidepressants.

Thirty-three (83%) patients completed the trial. All had at least one outcome evaluation.

CAPS scores fell from 72.3 (s.e. = 4.7) to 36.5 (5.4) (P < .001, ES = 1.2), with impressive

improvements across symptom clusters. There were significant improvements on all

measures (e.g., BDI: 26.2 [1.8] baseline, 13.3 [1.6] endpoint, P < .0001, ES = 1.2; SAS: 2.59

[.12] baseline, 2.17 [.11] endpoint, P < .0007, ES = 0.63).

Summary—IPT lowered PTSD symptoms in both individual and group formats. The

question of relative efficacy remains unclear, as the sole randomized trial compared group

IPT only to a WL control. Markowitz et al. are completing a randomized trial comparing

individual IPT, prolonged exposure, and relaxation therapy[13] for 110 patients with chronic

PTSD. The comparison to exposure-based treatment may prove revealing. Research has

suggested that affect-focused therapy may particularly benefit PTSD patients with high

levels of dissociative symptoms.[58,59]

CONCLUSIONS

In the trials under review, IPT lowered anxiety symptoms, was well tolerated, and had low

attrition—generally nonsignificantly lower attrition than CBT. IPT thus shows promise as a

treatment for the three anxiety disorders that have received study, but how much promise

remains unclear. Studies are few, underpowered, and of sometimes limited quality.

Moreover, whereas IPT outperformed a WL control in treating social phobia and PTSD, it

showed no advantages relative to competing anxiolytic psychotherapies, and was found

inferior to outpatient CBT in one generally well-designed social phobia trial and one less

rigorous panic disorder trial. IPT ESs ranged from d = 0.5 (moderate) to d = 1.8 (large).[60]

A challenge facing IPT and other non-CBT psychotherapies (e.g., psychodynamic

psychotherapy[61]) in anxiety disorders research is the omnipresent predominance of CBT.

CBT has come so to dominate the anxiety disorders that its success complicates research

comparing it to non-CBT treatments. The ubiquity of CBT for anxiety resembles the

hegemony of psychoanalysis in its heyday, except that psychoanalysts did not conduct

research.[62,63] Although IPT and CBT research on depression started roughly

contemporaneously, on a “level playing field,” IPT therapists entering anxiety disorders

research may feel they are climbing uphill, facing the ubiquitous exposure model

dominating the research-world view.[5] Studies comparing IPT to CBT risk a systematic bias

if investigators and therapists have primary CBT training and allegiance, and learn IPT only

secondarily. Such therapists may have greater belief, confidence, and competence in CBT,

even if technically adherent to IPT interventions. Like researcher allegiance,[19,64,65]

therapist allegiance may subtly but powerfully influence outcomes.

Falkenström et al.[19] meta-analyzed “crossed therapist” psychotherapy trials in which

psychotherapists delivered more than one treatment modality to patients. Researchers have

justified this design as controlling for therapist factors but have unfortunately ignored the

likelihood of differential competence and allegiance among psychotherapists practicing
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multiple therapies. Falkenström et al. found that only one (3%) of 39 randomized “crossed

therapist” trials measured therapist treatment allegiance, another five (13%) mentioned the

concept without assessing it, and the remainder (64%) never mentioned it. In studies

ignoring treatment allegiance, investigator allegiance strongly influenced treatment

outcomes, whereas those that mentioned (and presumably considered) allegiance did not

show researcher allegiance effects. CBT studies were less likely to mention allegiance (P = .

002).[19]

Stangier et al.'s[38] social phobia study made attempts to address potential biases. One of its

treatment sites had an IPT “tradition,” balancing site allegiance, but therapists in the two

treatments had predominantly CBT backgrounds. Self-assessed (i.e., weakly measured)

therapist adherence and treatment credibility scores were grossly equivalent for IPT and

CBT, albeit experienced psychotherapy researchers recognize the crudeness of even the best

adherence measures.[66,67] Stangier et al. acknowledge among study limitations that

[I]t cannot be excluded that slight, nonsignificant differences in outcome

expectations between IPT and CT therapists might reflect different

acknowledgment of empirical support for the efficacy of the treatments ([38], p.

697).

All research has limitations, and this study addressed many of them. We conclude that

Stangier et al.'s finding of a substantial outcome difference between IPT and CBT remains

likely meaningful.

By contrast, the manifold methodological problems of Vos et al.'s[44] panic disorder study

may well have biased its results. It was likely unwise to compare unmodified IPT for

depression (particularly with Lipsitz's modification available) to a well-characterized, better

tested CBT approach specific for panic disorder. Relaxation therapy might have been a more

appropriate comparator for an initial controlled IPT trial. The authors do not report whether

therapists had equal experience in or allegiance to each therapy they provided. The authors

do not use the term “allegiance”; they concede that most “therapists were CBT orientated

and therefore might have had difficulty applying IPT” ([44], p. 2669). Choosing an

idiosyncratic, CBT-specific primary outcome measure further favored a positive CBT

outcome. An additional suggestion of compromised delivery is the remarkable outcome that

IPT did not significantly improve scores on the IIP,[48] as it almost invariably has.

We do not question the great anxiolytic utility of CBT. The concern is whether IPT received

a fair test of its antipanic potential in a trial that bears marks of significant allegiance effects.

The limited economic resources of both research funding and healthcare delivery make it

essential that science proceed as objectively as possible, attempting to counter the press of

experimenters' beliefs.

Hence, under present circumstances, testing the true current of IPT or other non-CBT

psychotherapy in a sea of CBT requires using scientifically open-minded competing teams

of experience-matched, equally well-trained rival therapists of polarized allegiance as a

minimum requirement.[19] Each team should believe in and have expertise in delivering one

therapy. The “crossed therapist” design will likely bias trials if anxiety therapists are CBT
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allegiant. Early controlled trials might compare IPT for anxiety to relaxation therapy rather

than directly to CBT, allowing calibration of IPT before comparing it to a “gold

standard.”[68,69]

Another observation from this review is that researchers made minimal, conservative

adaptations to standard IPT for depression in these initial applications of IPT to anxiety

disorders. This approach has the virtue of preserving coherence and simplicity; trans-

diagnostic therapy holds considerable appeal. Because IPT addresses the interpersonal

context wherein the disorder occurs rather than disorder-specific thought and behavior

patterns, IPT adaptations have presumed a rough equivalence in target and techniques. In

contrast, “CBT” for varying anxiety disorders varies considerably in approach: therapists

expert in Panic Control Therapy (PCT[70]) might feel incompetent conducting prolonged

exposure[71] for PTSD, and vice versa.

Yet more specific adaptations of IPT to particular anxiety disorders might yield greater

efficacy. IPT researchers might learn from important incremental developments in CBT,

where early treatments evolved to more effective interventions more specifically targeting

maintaining factors of these disorders. Thus, interoceptive exposure in PCT[70] replaced

earlier exposure efforts in panic disorder to agoraphobic situations. Manipulating safety

behaviors and internally focused attention[39] improved outcome beyond Beckian cognitive

restructuring of socially anxious thoughts in early social phobia protocols.[72] IPT

adaptations for anxiety disorders might require more specifically syndrome-tailored

strategies to maximize benefits.

The reviewed studies lacked the mediating probes and statistical power to examine

mechanisms explaining IPT's effects. IPT might benefit different patient subsamples than

CBT. IPT might work through building interpersonal skills for deskilled patients, mobilizing

social support,[13] increasing emotional understanding as measured by reflective

function,[14] or other mechanisms.[73] IPT tended to lower depressive symptoms, but most

anxiety study patients did not meet mood disorder criteria, making it unlikely that treating

depression accounted for improvements in their anxiety disorders. Mediating factors require

further study.

The literature search revealed research gaps. Although “interpersonal problems are highly

relevant to the treatment of generalized anxiety disorder (GAD) patients,”[74] no IPT trials

exist for GAD. Newman et al. found no added benefit to grafting an interpersonal/emotional

processing module onto CBT for GAD,[75] an Iranian pilot study similarly blended IPT with

CBT,[76] but IPT itself has not been studied. Nor for obsessive compulsive disorder (OCD).

Removed from the DSM-5 anxiety disorders section, and hence (like PTSD) technically no

longer an “anxiety” disorder, OCD appears so internally cognitively focused that an IPT

approach seems implausible. In contrast, the rich interpersonal and life event aspects of

social phobia and PTSD seemingly lend themselves to an IPT approach.

It appears premature to draw conclusions about IPT from two handfuls of underpowered

studies, some with allegiance effects. IPT for anxiety disorders is in its infancy. More

research is needed[62]—despite the National Institute of Mental Health's current movement
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away from funding clinical outcome trials. Patients and the field of psychotherapy benefit

from the existence of competing but complementary models of psychotherapy, with likely

differential response profiles among patient populations, and potentially differing underlying

neural mechanisms and etiological features. If IPT and other treatments ultimately show

comparable efficacy to CBT in treating anxiety disorders, patient preference and other

moderators may influence the differential therapeutics of treatment selection.

Acknowledgments

This work was supported in part by grant MH-079078 from the National Institute of Mental Health and salary
support from New York State Psychiatric Institute (Dr. Markowitz); NARSAD award and NIMH, Taylor & Francis
(Dr. Milrod). Dr. Markowitz receives minor royalties for IPT-related books, and Dr. Milrod for psychotherapy-
related books.

Contract grant sponsor: National Institute of Mental Health; Contract grant number: MH-079078; Contract grant
sponsor: New York State Psychiatric Institute.

REFERENCES

1. Graham BM, Milad MR. The study of fear extinction: implications for anxiety disorders. Am J
Psychiatry. 2011; 168:1255–1265. [PubMed: 21865528]

2. Clark DM, Ehlers A, Hackman A, et al. Cognitive therapy versus exposure and applied relaxation in
social phobia: a randomized controlled trial. J Consult Clin Psychol. 2006; 74:568–578. [PubMed:
16822113]

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

4. Weissman, MM.; Markowitz, JC.; Klerman, GL. Comprehensive Guide to Interpersonal
Psychotherapy. Basic Books; New York: 2000.

5. Milrod B, Markowitz J, Gerber A, et al. Childhood separation anxiety and the pathogenesis and
treatment of adult anxiety. Am J Psychiatry. 2014; 171:34–37. [PubMed: 24129927]

6. Kessler RC, Chiu WT, Jin R, Shear K, Walter EE. The epidemiology of panic attacks, panic
disorder, and agoraphobia in the National Comorbidity Survey Replication. Arch Gen Psychiatry.
2006; 63:415–424. [PubMed: 16585471]

7. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and
age-of-onset distributions of DSM-IV disorders in the National Comorbidity Survey Replication.
Arch Gen Psychiatry. 2005; 62:593–602. [PubMed: 15939837]

8. Cougle JR, Keough ME, Riccardi CJ, Sachs-Ericsson N. Anxiety disorders and suicidality in the
National Comorbidity Survey Replication. J Psychiatr Res. 2009; 43:825–829. [PubMed:
19147159]

9. Lépine J-P. The epidemiology of anxiety disorders: prevalence and societal costs. J Clin Psychiatry.
2002; 63(Suppl 14):4–8. [PubMed: 12562112]

10. Milrod B, Leon AC, Shear MK. Can interpersonal loss events precipitate panic disorder? Am J
Psychiatry. 2004; 161:758–759. [PubMed: 15056531]

11. Klass ET, Milrod BL, Leon AC, Kay S, Schwalberg M, Markowitz JC. Does interpersonal loss
preceding panic disorder onset moderate response to psychotherapy? J Clin Psychiatry. 2009;
70:406–411. [PubMed: 19026262]

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

13. 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]

14. Markowitz JC. Cutting edge: IPT and PTSD. Depress Anxiety. 2010; 27:879–881. [PubMed:
20886608]

Markowitz et al. Page 12

Depress Anxiety. Author manuscript; available in PMC 2014 May 28.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



15. Janoff-Bulman, R. Shattered Assumptions: Toward a New Psychology of Trauma. Free Press; New
York: 1992.

16. Norris FH, Friedman MJ, Watson PJ. 60,000 disaster victims speak: part II. Summary and
implications of the disaster mental health research. Psychiatry. 2002; 65:240–260. [PubMed:
12405080]

17. Markowitz JC, Milrod B. The importance of responding to negative affect in psychotherapies. Am
J Psychiatry. 2011; 168:124–128. [PubMed: 21297048]

18. Markowitz JC, Svartberg M, Swartz HA. Is IPT time-limited psychodynamic psychotherapy? J
Psychotherapy Pract Res. 1998; 7:185–195.

19. Falkenström F, Markowitz JC, Jonker H, Philips B, Holmqvist R. Can psychotherapists function as
their own controls? Meta-analysis of the “crossed therapist” design in comparative psychotherapy
trials. J Clin Psychiatry. 2013; 74:482–491. Epub October 30, 2012. [PubMed: 23146326]

20. Alden LE, Taylor CT. Interpersonal processes in social phobia. Clin Psychology Rev. 2004;
24:857–882.

21. Davila J, Beck JG. Is social anxiety associated with impairment in close relationships? A
preliminary investigation. Behav Ther. 2002; 33:427–446.

22. Neal JA, Edelmann RJ. The etiology of social phobia: toward a developmental profile. Clin
Psychol Rev. 2003; 23(6):761–786. [PubMed: 14529697]

23. Beidel DC, Turner SM, Morris TL. Psychopathology of childhood social phobia. J Am Acad Child
Adol Psychiatry. 1999; 38:643–650.

24. Schneier FR, Johnson J, Hornig CD, Liebowitz MR, Weissman MM. Social phobia: comorbidity
and morbidity in an epidemio-logical sample. Arch Gen Psychiatry. 1992; 49:282–288. [PubMed:
1558462]

25. Wenzel, A. Characteristics of close relationships in individuals with social phobia: a preliminary
comparison with nonanxious individuals. In: Harvey, JH.; Wenzel, A., editors. A Clinician's Guide
to Maintaining and Enhancing Close Relationships. Lawrence Erlbaum; Mahwah, NJ: 2002. p.
199-213.

26. Stangier U, Esser F, Leber S, Risch AK, Heidenreich T. Interpersonal problems in social phobia
versus unipolar depression. Anxiety. 2006; 23:418–421. [PubMed: 17009268]

27. Crick NR, Ladd GW. Children's perceptions of their peer experiences. Attributions, loneliness,
social anxiety, and social avoidance. Dev Psychol. 1993; 29:244–254.

28. La Greca AM, Lopez N. Social anxiety among adolescents: linkages with peer relations and
friendships. J Abnorm Child Psychol. 1998; 26:83–94. [PubMed: 9634131]

29. Storch EA, Masia-Warner C. The relationship of peer victimization to social anxiety and loneliness
in adolescent females. J Adolesc. 2004; 27:351–362. [PubMed: 15159093]

30. Lipsitz JD, Fyer AJ, Markowitz JC, Cherry S. An open trial of interpersonal psychotherapy for
social phobia. Am J Psychiatry. 1999; 156:1814–1816. [PubMed: 10553749]

31. Guy, W. ECDEU Assessment Manual for Psychopharmacology—Revised (DHEW Pub No. ADM
76-338). U.S. Department of Health, Education, and Welfare, Public Health Service, Alcohol Drug
Abuse, and Mental Health Administration, NIMH Psychopharmacology Research Branch,
Division of Extramural Research Program; Rockville, MD: 1976. p. 218-222.

32. Liebowitz MR, Schneier FR, Campeas R, et al. Phenelzine vs atenolol in social phobia. Arch Gen
Psychiatry. 1992; 49:290–300. [PubMed: 1558463]

33. Lipsitz JD, Gur M, Vermes D, et al. A randomized trial of interpersonal therapy versus supportive
therapy for social anxiety disorder. Depress Anxiety. 2008; 25:542–553. [PubMed: 17941096]

34. Leichsenring F, Salzer S, Beutel ME, et al. Psychodynamic therapy and cognitive-behavioral
therapy in social anxiety disorder: a multicenter randomized controlled trial. Am J Psychiatry.
2013; 170:759–767. [PubMed: 23680854]

35. Sinai D, Gur M, Lipsitz JD. Therapist adherence to interpersonal vs. supportive therapy for social
anxiety disorder. Psychother Res. 2012; 22:381–388. Epub February 24, 2012. [PubMed:
22360384]

36. Borge F-M, Hoffart A, Sexton H, Clark DM, Markowitz JC, Mc-Manus F. Cognitive and
interpersonal therapy for social phobia: a randomized clinical trial. J Anxiety Disord. 2008;
22:991–1010. [PubMed: 18035519]

Markowitz et al. Page 13

Depress Anxiety. Author manuscript; available in PMC 2014 May 28.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



37. Brown TA, Di Nardo PA, Lehman CL, Campbell SA. Reliability of DSM-IV anxiety and mood
disorders: implications for the classification of emotional disorders. J Abnorm Psychol. 2001;
110:49–58. [PubMed: 11261399]

38. Stangier U, Schramm E, Heidenreich T, Berger M, Clark DM. Cognitive therapy vs interpersonal
psychotherapy in social anxiety disorder: a randomized controlled trial. Arch Gen Psychiatry.
2011; 68:692–700. [PubMed: 21727253]

39. Clark DM, Ehlers A, McManus F, et al. Cognitive therapy versus fluoxetine in generalized social
phobia: a randomized placebo-controlled trial. J Consult Clin Psychol. 2003; 71:1058–1067.
[PubMed: 14622081]

40. Stangier U, Von Consbruch K, Schramm E, Heidenreich T. Common factors of cognitive therapy
and interpersonal psychotherapy in the treatment of social phobia. Anxiety Stress Coping. 2010;
23:289–301. [PubMed: 19662551]

41. Busch, FN.; Milrod, BL.; Singer, MB.; Aronson, AC. Manual of Panic Focused Psychodynamic
Psychotherapy—eXtended Range. Routledge; New York: 2011.

42. Lipsitz JD, Gur M, Miller NL, Forand N, Vermes D, Fyer AJ. An open pilot study of interpersonal
psychotherapy for panic disorder (IPT-PD). J Nerv Ment Dis. 2006; 194:440–445. [PubMed:
16772862]

43. Shear MK, Rucci P, William J, et al. Reliability and validity of the Panic Disorder Severity Scale:
replication and extension. J Psychiatric Res. 2001; 35:293–296.

44. Vos SP, Huibers MJ, Diels L, Arntz A. A randomized clinical trial of cognitive behavioral therapy
and interpersonal psychotherapy for panic disorder with agoraphobia. Psychol Med. 2012;
42:2661–2772. [PubMed: 22717019]

45. Hollon, SD. Final Report: System for Rating Psychotherapy Audiotapes. U.S. Department of
Health and Human Services; Bethesda, MD: 1984.

46. Shear MK, Maser JD. Standardized assessment for panic disorder research. A conference report.
Arch Gen Psychiatry. 1994; 51:346–354. [PubMed: 8179458]

47. Barlow DH, Gorman JM, Shear MK, Woods SW. Cognitive-behavioral therapy, imipramine, or
their combination for panic disorder: a randomized controlled trial. JAMA. 2000; 283:2529–2536.
[PubMed: 10815116]

48. Horowitz LM, Rosenberg SE, Baer BA, Ureno G, Villasenor VS. Inventory of interpersonal
problems: psychometric properties and clinical applications. J Consult Clin Psychology. 1988;
56:885–892.

49. Weathers FW, Keane TM, Davidson JRT. Clinician-administered PTSD scale: a review of the first
ten years of research. Depress Anxiety. 2001; 13:132–156. [PubMed: 11387733]

50. Robertson M, Rushton P, Batrim D, Moore E, Morris P. Open trial of interpersonal psychotherapy
for chronic post traumatic stress disorder. Australas Psychiatry. 2007; 15:375–379. [PubMed:
17828633]

51. 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]

52. Wilfley, DE.; MacKenzie, KR.; Welch, RR.; Ayres, VE.; Weissman, MM. Interpersonal
Psychotherapy for Group. Basic Books; New York: 2000.

53. Weiss, D.; Marmar, C.; Wilson, J.; Keane, T. Assessing Psychological Trauma and PTSD.
Guilford; New York: 1997. The impact of event scale—revised; p. 399-411.

54. Beck, AT.; Steer, RA.; Brown, GK. Manual for the Beck Depression Inventory-II. Psychological
Corporation; San Antonio, TX: 1996.

55. Krupnick JL, Green BL, Stockton P, Miranda J, Krause E, Mete M. Group interpersonal
psychotherapy for low-income women with posttraumatic stress disorder. Psychother Res. 2008;
18:497–507. [PubMed: 18816001]

56. Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry. 1960; 25:56–62.
[PubMed: 14399272]

57. Campanini RF, Schoedl AF, Pupo MC, Costa AC, Krupnick JL, Mello MF. 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]

Markowitz et al. Page 14

Depress Anxiety. Author manuscript; available in PMC 2014 May 28.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



58. 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]

59. Cloitre M, Petkova E, Wang J, Lu Lassell F. An examination of the influence of a sequential
treatment on the course and impact of dissociation among women with PTSD related to childhood
abuse. Depress Anxiety. 2012; 29:709–717. [PubMed: 22550033]

60. Cohen, J. Statistical Power Analysis for the Behavioral Sciences. 2nd ed.. Lawrence Earlbaum;
Hillsdale, NJ: 1988.

61. Milrod B, Leon AC, Busch F, et al. A randomized controlled clinical trial of psychoanalytic
psychotherapy for panic disorder. Am J Psychiatry. 2007; 164:265–272. [PubMed: 17267789]

62. Therapy deficit: studies to enhance psychological treatments are scandalously undersupported.
Nature. 2012; 489:473–474. Nature [editorial].

63. Thase ME. Comparative effectiveness of psychodynamic psychotherapy and cognitive-behavioral
therapy: it's about time, and what's next? Am J Psychiatry. 2013; 170:953–956. [PubMed:
24030607]

64. Luborsky L, Diguer L, Selgman DA, et al. The researcher's own therapy allegiances: a “wild card”
in comparisons of treatment efficacy. Clin Psychol. 1999; 6:95–106.

65. Kocsis JH, Gerber AJ, Milrod B, et al. A new scale for assessing the quality of randomized clinical
trials of psychotherapy. Compr Psychiatry. 2010; 51:319–324. [PubMed: 20399343]

66. Huppert JD, Bufka LF, Barlow DH, Gorman JM, Shear MK, Woods SW. Therapists, therapist
variables, and cognitive-behavioral therapy outcome in a multicenter trial for panic disorders. J
Consult Clin Psychology. 2001; 69:747–755.

67. Boswell JF, Gallagher MW, Sauer-Zavala SE, et al. Patient characteristics and variability in
adherence and competence in cognitive-behavioral therapy for panic disorder. J Consult Clin
Psychology. 2013; 81:443–454.

68. Milrod B. The Gordian knot of clinical research in anxiety disorders: some answers, more
questions. Am J Psychiatry. 2013; 170:703–706. [PubMed: 23680919]

69. Milrod B. Psychodynamic psychotherapy outcome for generalized anxiety disorder. Am J
Psychiatry. 2009; 166:841–844. [PubMed: 19651745]

70. Barlow, DH.; Cerny, JA. Psychological Treatment of Panic. Guilford Press; New York: 1988.

71. Foa, EB.; Rothbaum, BO. Treating the Trauma of Rape: Cognitive-Behavioral Therapy for PTSD.
Guilford Press; New York: 1998.

72. Heimberg RG, Dodge CS, Hope DA, Kennedy CR, Zollo LJ, Becker RE. Cognitive behavioral
group treatment for social phobia: comparison with a credible placebo control. Cognit Ther Res.
1990; 14:1–23.

73. Lipsitz JD, Markowitz JC. Mechanisms of change in interpersonal psychotherapy. Clin Psychology
Rev. 2013; 33:1134–1147.

74. Salzer S, Pincus AL, Winkelbach C, Leichsenring F, Leibing E. Interpersonal subtypes and change
of interpersonal problems in the treatment of patients with generalized anxiety disorder: a pilot
study. Psychotherapy. 2011; 48:304–310. [PubMed: 21604899]

75. Newman MG, Castonguay LG, Borkovec TD, et al. A randomized controlled trial of cognitive-
behavioral therapy for generalized anxiety disorder with integrated techniques from emotion-
focused and interpersonal therapies. J Consult Clin Psychol. 2011; 79:171–181. [PubMed:
21443321]

76. Rezvan S, Baghban I, Bahrami F, Abedi M. A comparison of cognitive-behavior therapy with
interpersonal and cognitive behavior therapy in the treatment of generalized anxiety disorder.
Couns Psychol Q. 2008; 21:309–321.

Markowitz et al. Page 15

Depress Anxiety. Author manuscript; available in PMC 2014 May 28.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Markowitz et al. Page 16

TABLE 1

Studies of IPT for social anxiety disorder

Study Design IPT Adaptation Outcome Remarks and effect sizes

Lipsitz et al.[42] Open trial N = 9 14 weeks Minimal 78% improved (CGI)
Attrition = 0%

ES: LSAS subscales d =
1.28– 1.73

Lipsitz et al.[33] RCT: vs. SP N =
70

14 weeks Minimal IPT = SP (LSAS, CGI).
Attrition: IPT = 22%, SP
= 21%

Crossed therapist design; 12-
month f/u
ES: LSAS total (IPT) = 0.74

Borge et al.[36] RCT: residential
IPT vs. CBT
N = 80

10 weeks @ 4
group and one
individual
session/week; 1
year f/u

Group
adaptation of
Lipsitz model

IPT = CBT (ADIS,
SPAI).
Attrition: IPT = 8%, CBT
= 20%

Strong milieu effects may
have obscured therapy
effects;
ES: ADIS subscales (IPT)
d = 0.60–0.91

Stangier et al.[38] RCT: IPT vs. CBT
vs.WL N = 106

16 sessions, one
booster session; 1
year f/u

Lipsitz model Response: CBT (66%) >
IPT(42%) > WL (7%)
(CGI); CBT = IPT (SPAI)
Attrition: IPT = 11%,
CBT = 18%

Crossed therapist design;
therapist allegiance
unmeasured
ES: IPT vs. WL d = 0.95
(LSAS); d = 0.79 (SPAI)

ADIS, Anxiety Disorder Interview Schedule; CBT, cognitive behavioral therapy; CGI, Clinical Global Improvement Scale; ES, effect size (Cohen's
d); f/u, follow-up; IPT, interpersonal psychotherapy; LSAS, Liebowitz Social Anxiety Scale; RCT, randomized controlled trial; SP, psychodynamic
supportive psychotherapy; SPAI, Social Phobia Anxiety Inventory; WL, waiting list.
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TABLE 2

Studies of IPT for panic disorder

Study Design IPT Adaptation Outcome Remarks and effect sizes

Lipsitz et al.[42] Open trial N =
12

14 weekly sessions Minimal 75% response (PDSS,
CGI)
Attrition: 17%

ES:PDSS d = 1.50

Vos et al.[44] RCT: IPT vs.
CBT N = 91

12 weekly sessions None CBT > IPT (panic
frequency, behavioral
test)
Attrition: IPT 21%, CBT
31%

9-year study, 17 therapists in crossed
therapist design; idiosyncratic
outcomes
1-month f/u assessment. ES: panic
attack frequency (IPT) d = 0.51

CBT, cognitive behavioral therapy; CGI, Clinical Global Improvement Scale; ES, effect size (Cohen's d); f/u, follow-up; IPT, interpersonal
psychotherapy; PDSS, Panic Disorder Severity Scale; RCT, randomized controlled trial.
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TABLE 3

Studies of IPT for chronic posttraumatic stress disorder

Study Design IPT Adaptation Outcome Remarks and effect
sizes

Bleiberg and Markowitz[12] Open trial N = 14 14 weekly sessions Exposure to
trauma reminders
prohibited

Pre/post-CAPS 67
→ 25 Attrition:
7%

Large effect sizes:
CAPS d = 1.8

Robertson et al.[50] Open trial N = 13 8 weekly group IPT
sessions

“Specially
prepared”
treatment
manual; standard
group IPT?

“Modest” IES
improvement
Attrition: 0%

Results stable on 3-
month f/u;
ES: IES subscales r =
0.63–0.67

Ray and Webster[51] Open trial N = 9 8 weekly 2-hr group
IPT sessions

Based on group
IPT manual
(Wilfley et al.,
2000)

IES significantly
improved (P < .05)
Attrition: 0%

Some symptomatic
slippage on 2-month
f/u;
(ES: not calculable)

Krupnick et al.[55] RCT: IPT vs.
WL N = 48

16 weekly 2-hr group
IPT sessions

Adapted for low-
income, highly
traumatized
minority women

IPT > WL (CAPS,
P < .001)
Attrition: 29% IPT

Gains persisted at 4-
month f/u
ES: CAPS d = 1.31

Campanini et al.[57] Open
augmentation of
med trial N = 40

16 weekly 2-hr group
IPT

Similar to
Krupnick et al.,
IPT did not focus
on trauma
exposure

CAPS 72 → 37,
with large effect
size (1.2)
Attrition: 17%

Medication
nonresponders;
ES: CAPS d = 1.17

CAPS, Clinician-Administered PTSD Scale; ES, effect size (Cohen's d); f/u, follow-up; IES, Impact of Events Scale; IPT, interpersonal
psychotherapy; RCT, randomized controlled trial; WL, waiting list.
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