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Psychodynatnic interpersonal therapy
Elspeth Guthrie

The dramatic development of cognitive-behavioural
therapy (CBT) over the past30 years, with associated
high-quality research into the evaluation of its
treatment effects, is to be welcomed and applauded.
This form of therapy is now a recognised psycho­
logical treatment of choice for a wide variety of
psychological disorders. The role of cognitive
processes in the development and prolongation of
psychological symptoms has been studied, and
resulted in the development ofcoherent and effective
treatment models.

In contrast, psychodynamic psychotherapies
have lagged somewhat behind their younger sibling.
Although theoretical thinking has continued to
develop, there has been a reluctance to test the
efficacy of dynamic therapies in a controlled format.
Genuine concerns regarding the manualisation of
therapies, the intrusiveness ofobjective assessments
during therapy, the use of audiotaping equipment,
the difficulties in measuring 'unconscious proces­
ses', and the emphasis upon symptomatic outcome
as opposed to dynamic change, have all been
expressed. As a result, however, there are very few
controlled evaluations of dynamic psychotherapies,
and both the Review of Strategic Policy in the UK
(Parry & Richardson, 1996) and the recent influential
review of psychotherapy research by Roth & Fonagy
(1996), have highlighted the need for more controlled
evaluations of dynamic therapies.

The relative lack of outcome research on dynamic
therapies may have serious consequences. Dynamic
therapies cannot be recommended as 'the treatment
of choice' for particular conditions, as there is little
empirical evidence to support such statements. In
the USA there has been a move towards the recog­
nition and definition ofempirically supported treat­
ments (ESTs; DuRubeis & Crits-Christoph, 1998).
These are manualised psychological therapies
which have been shown to be efficacious in
controlled research with a delineated population

(Chambless & Hollon, 1998). It is possible, in the
future, that therapists (in the USA) could be
vulnerable to medico-legal action, if they use an
unrecognised psychological treatment for a condition
which has a recognised EST. Some training courses
in the USA are also now only offering training in
therapies that have been empirically validated.

Another adverse consequence of the lack of
outcome research on dynamic therapies has been
the emphasis upon cognitive processes in the
development of psychological disorder, and the
relative neglect of the importance of relational
processes. Both, of course, are important.

Sadly, psychodynamic psychotherapies have
been caricatured as being rather intense, woolly ther­
apies that do not have scientific credibility. There is,
however, increasing evidence that relational-based
therapies are as efficacious as cognitive therapy and
should be developed as possible alternatives to this
approach. Klerman et aI's (1984) interpersonal
therapy has been demonstrated to be as efficacious
as cognitive therapy for the treatment of depression
(Elkin et aI, 1989) and eating disorders (Fairburn et
aI, 1993). It is an efficacious treatment for recurrent
depression (Franket aI, 1990, 1991) and a recent study
has shown that it is effective in treating depression
in patients who are HIV-positive (Markowitz et aI,
1998). Cognitive-analytical therapy is another
relational-based therapy which is becoming
increasingly popular in the UK. It has been
developed by Anthony Ryle (1991), and although it
has not been formally evaluated in a randomised
controlled trial format, there are encouraging results
from open studies (Ryle, 1995). A randomised
controlled trial to evaluate cognitive-analytical
therapy in the treatment of patients with borderline
personality disorder is currently being planned.

This article focuses upon a particular form of
psychotherapy, so called psychodynamic inter­
personal therapy. Psychodynamic interpersonal
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therapy is one of the few dynamic psychotherapies
which has been evaluated in several randomised
controlled trials, and is an empirically supported
treatment for depression. The model lies somewhere
between traditional psychodynamic approaches
and the interpersonal psychotherapy developed by
Klerman et al (1984). Although research into the
model is at a relatively early stage, the findings to
date suggest that this form of psychodynamic
psychotherapy has clinical validity and is a valuable
treatment for depression and somatisation.

The model

Psychodynamic interpersonal therapy was devel­
oped and refined over the course of 30 years by R. F.
Hobson, Reader in Psychotherapy at the University
of Manchester and a former Training Analyst of the
Society of Analytical Psychology in London. A train­
ing package and manual were first developed in 1983;
subsequently a brief manual and rating scale for the
treatment of depression (Shapiro & Startup, 1991)
were developed in 1991. A videotaped teaching pack­
age was developed by Margison & Hobson (1983),
which consists of three videotapes in which the main
aspects of the model are described. The therapy is
relatively easy to learn and skills are maintained over
at least a two-year period (Moss et ai, 1991). A book
which describes the development of the model, the
manual and the research conducted upon it to date,
is due to be published shortly (Barkham et ai, 1999).

The model is theoretically derived from psy­
chodynamic principles, but also draws upon
humanistic and interpersonal concepts. It was
originally called the 'conversational model of
therapy' as the main task of the therapist in this
model, is to develop, with the patient, what Hobson
termed a "mutual feeling language" and a relation­
ship of "aloneness-togetherness" (Hobson, 1985).

Hobson developed the model as an attempt to
move away from the traditional psychoanalytic
approach of a one-sided asymmetrical relationship.
He also wanted to convey to others a form of
psychotherapy that was relatively free of jargon, yet
had specified skills which could be learned,
practised and tested.

The conversational model of psychotherapy was
designed for the therapy of patients or service users
whose symptoms and problems arose from difficul­
ties or disturbances in interpersonal relationships. It
is not, therefore, symptom-specific like cognitive ther­
apy, and it can be used in its basic format to help
individuals with a variety of symptomatic com­
plaints (e.g. depression, anxiety, eating disorders).
The practical working of the model can be enhanced

by tailoring it to certain conditions. For instance,
depression and somatisation. However, the basic
underlying process is similar no matter which par­
ticular symptom complex the patient is suffering from.

The model has been conceptualised as consisting
of seven different, but interlinking, components (see
Box 1). Some of these are generic to all psycho­
therapies, but taken as a whole they constitute a
specific definable model of therapy.

Exploratory rationale

One of the main aims of the therapy is to identify
interpersonal difficulties in the service user's life
which are responsible for either precipitating or
maintaining their symptoms. The therapist tries to
provide a rationale for the patient, in relation to the
therapy, which emphasises the importance of
linking emotional symptoms (or somatic symptoms)
to interpersonal difficulties or dilemmas.

By the end of the first session or sessions, the
therapist should be able to construct an interpers­
onal formulation which links interpersonal difficul­
ties to the development or continuation ofemotional
problems and distress, which in tum may lead to
further interpersonal difficulties. This formulation
is shared with the patient and becomes one of the
focal points for the remainder of the therapy.

Shared understanding

One of the main tasks of the therapist is to try to
understand what the patient or service user is really
experiencing and feeling. This is a difficult task
which is probably only ever partially achieved. The
following features of the model encourage the
development of greater openness and under­
standing between the therapist and service user.

Statements

The therapist uses statements rather than questions.
Questions tend to make the therapeutic situation
more one-sided and may make the patient feel as if

80 1. ain component of 'the mod I'
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he or she is being put on the spot and has to come
up with the right answer. A statement suggests a
starting point from which the patient can diverge
and develop various themes. All statements are
made in a tentative manner.

Language of mutuality

In psychodynamic interpersonal therapy, the ther­
apist explicitly refers to the relationship between
therapist and patient in terms of first-person words 'I'
and 'we'. This indicates an active and mutual involve­
ment in exploration. It also facilitates a deepening of
the relationship between the therapist and the patient
and accentuates a directness of communication.

Negotiating style

The 'how' of the therapist's talk is crucial. The
therapist is really trying to say to the patient or
service user: "this is how I see things now, but I
might not be right, I may have misunderstood, I'd
like you to help me see things more clearly". A
negotiating style produces an atmosphere of
collaboration between the patient and therapist
where deeper understanding is reached through a
series of gradual adjustments of meaning which get
closer and closer to the patient's experience.

Metaphor

Use of metaphor in literature refers to the fusing of
two or more images and/or ideas to bring a new
experience and a new order and meaning. Metaphor
is not exclusive to psychodynamic interpersonal
therapy, but it is often used by therapists to bring
vividness to an idea, to expand understanding of
an experience or concept, and to deepen the level of
emotional exchange between the patient and the
therapist. The following example shows how the
metaphor of a 'spring' can be used to explore a
patient's feelings of tension and frustration.

Patient: "1 feel on edge all the time... I just can't
settle... "

Therapist: "Sounds as if you feel sort of wound up."

Patient: "1 feel myself getting tighter and tighter
inside... everything's rigid ... "

Therapist: " ... feels a bit like you feel like a spring
that's all coiled up being turned tighter
and tighter."

Patient: "Yeah, I think sometimes people do
things deliberately to wind me up... I'm
sure I'm going to just snap."

Understanding hypotheses

Hypotheses in psychodynamic interpersonal
therapy are ways of promoting exploration and

understanding of the patient's feelings, especially
in interpersonal relationships. There are some
similarities between hypotheses and interpretations,
which are exploratory statements, used in other
kinds of interpersonal and dynamic therapies.
Hypotheses, however, are offered with much less
certainty and conviction than interpretations and
they are usually couched in more subtle language
than interpretations, which are usually more direct.

Staying with feelings (focus on
'here and now')

This technique involves focusing on what the patient
is experiencing during the interview. Instead of
talking about feelings in the abstract or as if they
belong only to the past, an attempt is made to recreate
them or facilitate the actual expression of them in
the immediacy of the therapeutic environment.

Focus on difficult feelings

'Hidden affect' refers to two situations in therapy.
The first occurs when a service user is overtly
expressing a particular emotion such as anger but
is unaware that he or she is angry. The second
situation arises when the service user is not overtly
emotional, but from a rational perspective would be
expected to have strong feelings.

In the first case, the therapist may address the
issue of the hidden feeling by making a cue-based
intervention, but contrast the service user's non­
verbal and verbal cues with what he or she is actually
saying. In the second situation, the service user may
seem calm or disinterested when discussing
something of great emotional significance. The
therapist can comment upon this.

Gaining insight

Wherever possible the therapist should try to draw
parallels or point out patterns in different relation­
ships that the service user has had. This may involve
making links between aspects of the service users's
childhood relationships and adult relationships, or
between different adult relationships.

Linking hypotheses

Linking hypotheses are statements that link
feelings that have emerged in the therapy sessions
to other feelings both inside and outside the therapy.
They are invariably a way of drawing links between
the patient-therapist relationship and other
important relationships in the patient's life, past or
present. In this respect, they may refer to the
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transference relationship between the patient and
therapist.

Explanatory hypotheses

These statements are more complex and are only
made after the therapist has acquired considerable
information about the patient. They introduce the
possibility of underlying reasons for problems and
difficulties in relationships. They usually relate to a
repeated pattern of maladaptive behaviour, both
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inside and outside of therapy. The therapist tries to
link the patient's behaviour to some kind of
underlying conflict or difficulty. This provides an
opening whereby this conflict can be acknowledged,
owned and explored. It may also lead to other ways
of dealing with the underlying difficulty.

Sequencing of interventions

There are many different components of the model,
and it is important in the therapy that different
aspects of the model are used in a coherent fashion.
It is inappropriate to use an explanatory hypothesis
without first establishing the emotional context and
clear links to interpersonal difficulties. Before
moving to understanding interpersonal difficulties,
the model emphasises the importance of staying
with feelings.

Change

The therapist should actively acknowledge and en­
courage important changes that the patient makes in
therapy. The patient may be able to share feelings of
sadness that he or she has not expressed before, or
may beable to feel angry withoutgettingoutofcontrol.
Change may occur in the patient's relationships.

Structured briefformat

Psychodynamic interpersonal therapy can be used
for either brief or long-term work. When brief
psychotherapy is being conducted, it is particularly
important that a secure structure is established from
the beginning.

Box 2 provides an example of a structure for a
brief eight-week therapy. It is meant as a guide, and
should not be rigidly followed. Aclearcontract should
be established, at the start of therapy, with the
number and length of sessions and a finishing date.

Evaluation of psychodynamic
interpersonal therapy

Psychodynamic interpersonal therapy has been
evaluated in three controlled studies as a treatment
for depression and in two controlled studies for the
treatment of somatisation. As one of the studies is
awaiting publication, preliminary data which has
been presented at research meetings will be
presented where complete data are not yet available.
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Treatment for depression

There are three main studies, all of which involve a
comparison of psychodynamic interpersonal
therapy with CBT. They are theSheffield Psychother­
apy Project (SPP-1; Shapiro & Firth, 1987; Box 3),
the Second Sheffield Psychotherapy Project (SPP-2;
Shapiro et ai, 1994, 1995; Box 4) and the Collaborative
Psychotherapy Project (CPP; Barkham et ai, 1996;
Box 5). Two were conducted in a research setting
(SPP-1 and SPP-2), and involved the recruitment
and treatment of white-collar workers with depres­
sion from a research clinic. These studies, as
described earlier, were designed to examine explan­
atory models and processes of change. The other
study (the CPP) was carried out in a clinical setting,
to determine the extent to which the outcome results
from the first two studies could be generalised to
National Health Service (NHS) out-patients.

In order to be recruited to any of the three studies,
patients had to have symptoms of depression above
a certain level. In SPP-1 service users had to score
at least 14 on the Present State Examination (PSE;
Wing et ai, 1974) and in SPP-2 and CPP they had to
score above 16 on the Beck Depression Inventory
(BOI; Beck et ai, 1961). Patients in SPP-2 and the
CPP were stratified according to the severity of their
depressive symptoms; mild severity (BOI score 16­
20), moderate severity (BOI score 21-26) and severe
(BOI score 27+).

These studies were all conducted with method­
ological rigour: all service users were assessed
independently by researchers not involved in
delivering the therapy; aU sessions were audiotaped

and rated for adherence to either psychodynamic
interpersonal therapy or CBT; and a variety of post­
session questionnaires were administered to study
aspects of the process of therapy.

The form of CBT used for comparison with
psychodynamic interpersonal therapy in all the
studies was termed prescriptive therapy. It was
manualised and included specific features designed
to address job strain, as the service users in the first
two studies (SPP-1 and SPP-2) were white-collar
workers, management and cognitive restructuring
of work attitudes, delegation training and functional
analysis and remediation of concentration and
memory. The package was individually tailored to
each service user and maintenance strategies were
emphasised throughout.

SPP-l

The SPP-1 employed a cross-over design in which
service users either received an eight-week course
of psychodynamic interpersonal therapy followed
by prescriptive therapy (a form of CBT, for eight
weeks) Or a course of prescriptive therapy followed
by psychodynamic interpersonal therapy (see Box
3). The main aim of this study was to determine
whether an eclectic package of therapy (i.e. psycho­
dynamic interpersonal therapy plus a cognitive­
behavioural model) was an efficacious treatment for
depression and to discover whether the order of
delivering the two different kinds of psychotherapy
made a difference to outcome.

The investigators found that there was no differ­
ence in outcome between the two trial groups, that

Bo 3. PP-1: de i n and main finding ( hapiro & irth,19 7)
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Box 4. SPP-2: design and main findings (Shapiro et ai, 1994, 1995)

Design: Randomised controlled trial. Service users stratified into three groups according to DOl
scores (low: 16 -20, moderate: 21-26, high: 27+).

Criteria: White-collar workers, history of presenting symptoms for less than two years.
Therapists: Five; each saw six service users per psychotherapy group (two severe, two moderate and

two mildly depressed).
Assessment measures: PSE, DOl, SCL-90-R, lIP (Horowitz et ai, 1988) and SAS. Assessments were

conducted at intake, end of therapy (8 sessions), mid-therapy (16 sessions), end of therapy (16
sessions) and at three-month and one-year follow-up.

Recruitment: 257 completed intake interview; 150 were randomised into treatment; 12 withdrew
before starting treatment; 15 did not complete treatment and three did not return post-treatment
questionnaires - these 18 subjects were replaced; 117completed treatment and returned question­
naires (50% female, 65% were married or cohabiting and the mean age was 40.5 (s.d.=9.5 years).

Analysis: Conducted upon treatment completers.
Results: Psychodynamic interpersonal therapy was as effective as CBT on most measures. At three­

month follow-up, patients with high BOI scores improved substantially more after 16 sessions of
therapy. At one year the differential treatment effect disappeared. Sixteen-session psychodynamic
interpersonal therapy was significantly better than eight-session psychodynamic interpersonal
therapy and was numerically (but not statistically) significantly better than 16-session CDT. Eight­
session psychodynamic interpersonal therapy was not as effective as either eight- or 16-session
CBT.

SCL-9~R, Symptom Checklist (Oerogatis et ai, 1983); SAS, Social Adjustment Scale Self-Report
(Cooper et ai, 1982); BOI, Beck Oepression Inventory (Beck et ai, 1961); PSE, Present State
Examination (Wing et ai, 1974).

Dox 5. CPP: design and main findings (Barkham et ai, 1996)

Design: Service users were stratified into three groups according to DOl scores (low: 1~20, moderate:
21-26, high: 27+) and randomly assigned to one of two treatment approaches (psychodynamic
interpersonal or CDT) of two time-limited durations (eight or 16 sessions).

Criteria: White-collar workers, continuous history of presenting disorder for less than two years, no
significant change in psychotropic medication within the previous six weeks, no more than three
sessions of psychotherapy within the previous five years.

Assessment measures: PSE, BOI, SCL-9~R, lIP (Horowitz et ai, 1988) and SAS. Assessments
conducted at intake, end of therapy (8 sessions), mid-therapy (16 sessions), end of therapy (16
sessions) and at three-month and one-year follow-up.

Recruitment: 54 met study criteria; three were withdrawn because of a therapist's illness; three
dropped-out before first session; 12 dropped-out during therapy, leaving 36 completers.

Therapists: Four.
Analysis: Conducted upon treatment completers.
Results: Psychodynamic interpersonal therapy was as effective as CDT on most measures. At three­

month follow-up, patients with high BOI scores improved more substantially after 16 sessions of
therapy. At one year, however, this differential treatment effect disappeared, and there was no
particular advantage for the longer duration of therapy in service users with high severity scores.

SCL-9~R, Symptom Checklist (Oerogatis et ai, 1983); SAS, Social Adjustment Scale Self-Report
(Cooper et ai, 1982). DOl, Deck Oepression Inventory (Deck et ai, 1961); PSE, Present State
Examination (Wing et ai, 1974).
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is, patients who received both psychodynamic inter­
personal therapy and CBT had similar outcomes,
no matter the order in which they received the ther­
apy. Both trial groups showed substantial improve­
ments in terms of depressive symptomatology.

A slight, non-statistically significant advantage
for the CBT was seen on some of the symptom
measures. However, further analysis showed that
this difference was attributable to the effect of one
therapist in the study. Out of the four therapists
involved in SPP-1, one particular therapist's service
users showed significantly greater gains with
prescriptive (CBT) therapy compared with psycho­
dynamic interpersonal therapy. This difference was
not shown by the other therapists. The therapist was
not more effective than the other therapists overall,
as that person's greater effectiveness in CBT was
balanced by less good results with psychodynamic
interpersonal therapy.

These findings highlight the importance of
differential therapist effectiveness when considering
psychotherapy outcome studies. The two therapies
in this study were manualised, and independent
ratings confirmed that the therapists adhered to the
different treatment modalities. Treatment manuals
help to standardise therapeutic interventions, but
they do not eliminate an individual therapist's
affinity for one kind of therapeutic approach
compared with another.

SPP-2

In SPP-2, as with SPP-1, there was very little dif­
ference in terms ofoutcomebetween psychodynamic
interpersonal therapy and CBT. Broadly equivalent
outcomes ofCBT and psychodynamic interpersonal
therapy were found on most measures. Overall the
service users who received either psychodynamic
interpersonal therapy or CBT in this project showed
substantial improvement. The pre-/ post-effect sizes
for the BOI and SCL-9O-R-GSI (Derogatis, 1983)
were 1.77 and 1.35, respectively. The overall pre-/
post-lIP-effect size was 1.00.

Service users who received psychodynamic inter­
personal therapy in either an eight-session or
sixteen-session format showed substantial improve­
ment in terms of their depressive symptomatology,
however, sixteen sessions produced greater overall
long-term benefit than eight sessions of psycho­
dynamic interpersonal therapy. Adjusted mean BOI
scores at 12-month follow-up, were 5.21 for patients
receiving sixteen sessions, and 11.39 after eight
sessions (F(l,45)=5.19, P=0.03). For those service
users with high intake scores (over 14 on the BOI),
53 out of 90 (59%) showed clinically significant
change at the end of eight sessions of psychody­
namic interpersonal therapy, and 58 out of 80 (72%)

at the end of the sixteen-session treatment. Although
service users did show improvement following eight
sessions of psychodynamic interpersonal therapy,
it did not perform as well as the other three treat­
ments in the study (sixteen- and eight-session CBT,
and sixteen-session psychodynamic interpersonal
therapy).

At one-year follow-up, there were no main effects
of treatment on any measure. On the BOI, those who
had received psychodynamic interpersonal therapy
and CBT returned adjusted means of 8.25 and 7.15,
respectively (F<l).

Examination of dose-response curves suggested
that symptomatology improved in a linear fashion
over time. Thus, the longer the therapy, the greater
the improvement.

This study confirmed that psychodynamic
interpersonal therapy is an efficacious treatment for
depression. There was very little difference in
treatment effect between psychodynamic interpers­
onal therapy and CBT, particularly at the one-year
follow-up; both resulted in substantial improve­
ments. Sixteen sessions of therapy were superior to
eight sessions of treatment, particularly for patients
with more severe symptoms.

cpp

This study was designed to test whether the results
of the SPP-2 could be replicated in a clinical setting.
The main design and results of the study are shown
in Box 5. As in SPP-2, all subjects in the study were
suffering from depression, but they were all recruited
from NHS clinics, instead of from research clinics.

The findings from this study, suggested that
patients who received either psychodynamic
interpersonal therapy or CBT showed substantial
improvement in their symptoms of depression.
However, the results were not as striking as in the
SPP-2. Although the initial treatment response was
similar to that found in SPP-2, service users treated
in the NHS setting (CPP) did not maintain their
improvement, over the 12-month follow-up period,
as well as service users treated during the SPP-2
study. There was a greater trend for their symptoms
to recur.

It is not surprising that the results in CPP were
not as impressive as in SPP-2, as most therapies
tested in a research setting, with highly selected
service users, do not appear to perform as well in a
clinical environment. The findings from the CPP
study demonstrated that psychodynamic interpers­
onal therapy can be delivered in a busy NHS setting.
It was acceptable to service users, and the majority
(75%) completed treatment with improvement in
their symptoms of depression. It is possible, however,
than some patients in a clinical setting may need
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further treatment during the following 12 months to
prevent relapse.

Psychodynamic interpersonal
depression studies

The considerable body of work from Shapiro et ai,
which has been conducted over the past 10 years,
has confirmed that psychodynamic interpersonal
therapy is an effective treatment for depression and
can be employed in a clinical NHS setting. It appears
to be equivalent in its effect to CBT.

The therapists in all the above studies did not
hold any particular allegiance to either psychody­
namic interpersonal therapy or CBT, however, it is
important to note that they all had a background
training in CBT, and none had had a dynamic
training. This may explain why one of therapists in
SPP-1 and SPP-2 was particularly good at CBT, and
less successful using a psychodynamic interpers­
onal approach. However, the results suggest that
psychodynamic interpersonal therapy can be used
effectively by therapists who do not have a back­
ground in dynamic psychotherapy.

Studies on patients with somatic
symptoms

Psychodynamic interpersonal therapy has been
evaluated as treatment for somatisation in two
studies involving patients with functional gastro­
intestinal disorders. The first study involved patients
with irritable bowel syndrome (Guthrie et ai, 1991;
Box 6) and the second study (Box 7) involved patients
with functional dyspepsia (futher details available
from the author upon request). Functional gastro­
intestinal disorders are common conditions. Patients
with such problems describe symptoms for which
there is no identifiable organic gastro-intestinal
disorder. Irritable bowel syndrome is characterised
by abdominal pain, abdominal distension and an
altered bowel habit, whereas the key feature of
functional dyspepsia is upper abdominal pain.
There is a great deal of overlap between these
conditions and the other functional bowel disorders.

Individuals in the community with either irritable
bowel syndrome-like symptoms or symptoms of
functional dyspepsia have similar rates of psycho­
logical disturbance to community control subjects.
Seeking treatment, however, is associated with an
increased likelihood of psychiatric disorder, and
40-50% of patients seen in gastro-intestinal clinics
with irritable bowel syndrome have a psychiatric
disorder.

Patients in both of the psychotherapy trials were
selected for symptom chronicity, and represent

individuals at the extreme end of the spectrum of
patients with somatic symptoms. The primary aim
of both studies was to assess the effectiveness of
psychodynamic interpersonal therapy in a natural­
ist setting, so both included a control condition and
carried out 'intention-to-treat' as well as 'treatment­
completer analyses'. Preliminary data, presented at
scientific meetings, will be presented on the latter
project as full details await publication.

Psychodynamic interpersonal therapy in patients
with irritable bowel syndrome

In this first study, brief psychodynamic interpers­
onal therapy was compared with a placebo control
condition, in patients with chronic and intractable
irritable bowel syndrome (Guthrie et ai, 1991).
Patients meeting the study criteria were recruited
consecutively from one gastro-intestinal clinic in a
large teaching hospital. The patients were therefore
representative of subjects with irritable bowel
syndrome with chronic and enduring symptoms,
but are not representative of most patients with
irritable bowel syndrome who have less severe
problems.

Psychodynamic interpersonal therapy was
specially adapted for the treatment of patients
with somatisation. A long first session lasting 3-4
hours was used to engage patients in the treatment.
This was followed by six 'normal length sessions'.
The placebo control condition consisted of sup­
portive listening, where patients saw a therapist
who was supportive and listened to their problems,
but did not make any specific interventions. Patients
in the control condition did not receive a long
first session, and all sessions were of 30 minutes
duration.

The study had a partial cross-over design.
Following recruitment, patients were randomly
assigned to either psychodynamic interpersonal
therapy or the control condition. At the end of the
trial period, patients in the control group whose
symptoms had not improved were offered psycho­
dynamic interpersonal therapy. Outcome was
independently assessed by gastroenterologists who
remained blind to the trial groups.

Box 6 shows the main results of the study. Patients
who received psychodynamic interpersonal therapy
reported significant improvements in both psycho­
logical and physical symptoms in comparison to
controls. Patients in the control group, showed a
small improvement during the control condition,
followed by a much greater improvement in their
symptoms after they had received psychodynamic
interpersonal therapy. Patients who received therapy
maintained their improvement at 12-month follow­
up. Patients who dropped out of the study (either
from the treatment group or the control group)
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Box 6. A controlled trial of psychological treatment for irritable bowel syndrome (Guthrie et ai,
1991).

Design: Randomised controlled trial. Control subjects offered treatment at the end of the study.
Criteria: Irritable bowel syndrome, continuous symptoms for 12 months or more, medical treatment

in a secondary setting for at least six months without improvement.

Therapist: One therapist conducted both treatment and control conditions.
Assessment measures: Bowel symptom scale, daily bowel diary, PSE, BDI, CAS. Assessments

conducted at intake, end of therapy ( eight sessions), after control subjects had therapy and one
year later. Self-report ratings plus independent rating from gastroenterologist blind to the trial
groups.

Recruitment: 113 elligible, four refusals, five suicidal ideation, two did not speak English, two had
an organic pathology; 102 subjects entered study; 77 female, median age 47 years (range 20-75)

Analysis: Conducted upon intention-ta-treat and treatment completers.

Results: Psychodynamic interpersonal therapy resulted in significantly greater reductions in both
bowel symptoms and psychological symptoms in comparison with control condition. Improvement
sustained at one year. Thirteen patients who dropped out of the study continued to suffer from
severe symptoms.

HDRS, Hamilton Depression Rating Scale (Hamilton, 1967); CAS, Clincial Anxiety Scale (Snaith et
ai, 1982); BDI, Beck Depression Inventory (Beck et ai, 1961); PSE, Present State Examination
(Wing et ai, 1974).

continued to experience severe symptoms which did
not respond to any further kind of intervention.

The best predictors of a good outcome follow­
ing psychodynamic interpersonal therapy were:
presence of anxiety and depression at intake,
absence of constant pain, relatively short duration
of symptoms and few sites of abdominal pain.

Psychodynamic interpersonal therapy in patients
with functional dyspepsia

In the study on functional dyspepsia (further details
available from the author upon request), the efficacy
of psychodynamic interpersonal psychotherapy
was tested against a supportive psychotherapy in

Box 7. A randomised controlled trial of psychotherapy in patients with chronic symptoms of functional
dyspepsia (further details available from the author upon request)

Design: Randomised controlled trial.

Criteria: Functional dyspepsia, chronic symptoms, unresponsive to at least two different medical
treatments

Therapists: One therapist conducted both therapies.

Assessment measures: Diary of dyspeptic symptoms, PSE, HAD, SCL-90-R, IIp, SF-36 (Ware &
Sherbourne, 1992). Assessments conducted at intake, end of therapy (12 weeks) and one year
later. Patient self-report rating of bowel symptoms. Independent rating of symptoms by
gastroenterologist blind to the study groups.

Recruitment: 95 elligible, 75 entered study, two were withdrawn because of organic pathology; 31
males. Mean age 40 years. Mean length of dyspeptic symptoms 33.4 months

Analysis: Conducted upon 'intention-ta-treat' and on 'treatment completers'.
Results: At end of study, patients who received psychodynamic interpersonal therapy showed

significantly greater improvement in dyspeptic symptoms than control subjects.
SCL-9o-R, Symptom Checklist (Derogatis, 1983); IIp, Inventory of Interpersonal Problems (Horowitz

et ai, 1988); HAD, Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983); PSE, Present
State Examination (Wing et ai, 1974).
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patients with chronic symptoms. Unlike the study
on irritable bowel syndrome, the control group
received an active, but low-grade treatment. As it
had already been established that psychodynamic
interpersonal therapy was superior to a psycho­
logical placebo in patients with chronic functional
bowel disorders, it was now tested against a low­
grade, less intense and less expensive form of
psychotherapy - supportive psychotherapy. Both
trial groups received a long first session followed
by six standard length sessions.

Preliminary data from the study on functional
dyspepsia has shown that patients who received
psychodynamic interpersonal therapy experienced
a significantly greater reduction in dyspeptic
symptoms than patients who received supportive
psychotherapy (further details available from the
author upon request). The gastroenterologist's
independent ratings of symptom scores showed a
mean (s.d.) reduction in symptoms for the psycho­
therapy patients of 3.36 (0.73) compared with 0.44
(0.65) for controls, (P=OO5). The 12-month follow­
up analysis is currently been conducted.

These studies suggest that psychodynamic
interpersonal therapy is an effective treatment for
patients with chronic functional bowel disorder. The
therapy used to treat such patients is relatively brief,
and is acceptable to most patients. A small subgroup
of patients (approximately 10-15%) cannot be
helped by brief psychodynamic interpersonal
therapy and may require more intensive and
alternative treatment approaches.

Conclusions

There is preliminary evidence that psychodynamic
interpersonal therapy is an efficacious treatment for
depressive disorders and somatisation. It is relatively
easy to learn, and can be practised by therapists
from a wide range of different theoretical back­
grounds, although it is preferable that therapists
have a background training in either interpersonal
therapy or dynamic therapy. It lies between dynamic
psychotherapies and interpersonal therapy in its
treatment approach. It may be a useful alternative to
CBT, particularly, if patients or service users have
prominent interpersonal dilemmas or difficulties.
The model requires further evaluation in a wider
range of psychological disorders, and the author is
aware of five further randomised controlled trials of
psychodynamic interpersonal therapy which are
currently in progress. The collaborative psycho­
therapy project and the studies on somatisation,
which all recruited clinically representative
groups of patients, suggest that psychodynamic

interpersonal therapy is a treatment that is relevant
to NHS practice. In the clinical setting, not all
patients respond to CBT, and psychodynamic
interpersonal therapy or other relational therapies
may be useful.
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Multiple choice questions

1. The following are key components of psychody­
namic-interpersonal therapy:
a staying with feelings
b focusing on negative cognitions
c shared understanding
d exploratory rationale
e mutative interpretation.

2. Psychodynamic interpersonal therapy is a
psychological treatment:
a which was developed by R. F. Hobson
b where the main vehicle for change is the

patient-therapist relationship
c where the therapist uses statements as

opposed to questions
d where the therapist never refers directly to the

patient-therapist relationship
e where metaphor is used to help amplify and

develop feelings.

3. Psychodynamic interpersonal therapy in the
treatment of depression:
a has equivalent effects to CaT
b produces the best results with an eight-session

format as opposed to 16 sessions
c produces improvement over time in a linear

fashion
d is only effective if therapists have had a

background training in dynamicpsychotherapy
e results in clinically significant improvement

in three-quarters of service users.

4. In patients with chronic symptoms of the irritable
bowel syndrome:
a psychodynamic interpersonal therapy has

been used successfully as a treatment
b a long first session lasting 3-4 hours is used

to engage patients in psychodynamic­
interpersonal therapy

c those with overt symptoms of depression and
anxiety respond well to psychodynamic
interpersonal therapy

d psychodynamic interpersonal therapy is an
unacceptable treatment which most patients
reject

e treatment effects of psychodynamic­
interpersonal therapy are maintained for at
least one year after treatment.

5. Psychodynamic interpersonal therapy:
a is relatively easy to teach and learn
b is a manualised therapy
c lies between traditional dynamic

psychotherapies and interpersonal therapy in
its approach

d is a recognised treatment for a wide range of
psychiatric disorders

e can only be used in a long-term format.

Qan wer

1 2 3 4 5
a a T a T a a T
b F b T b b b T
c T c T c T c c T
d T d d F d F d F
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