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EFFICACY OF INTERPERSONAL THERAPY-GROUP
FORMAT ADAPTED TO POST-TRAUMATIC STRESS

DISORDER: AN OPEN-LABEL ADD-ON TRIAL

Rosaly F.B. Campanini, MSc.,1� Aline F. Schoedl, MSc.,1 Mariana C. Pupo, MSc.,1 Ana Clara H. Costa, BSc.,1

Janice L. Krupnick, Ph.D.,2 and Marcelo F. Mello, M.D. Ph.D.1

Background: Post-traumatic stress disorder (PTSD) is a highly prevalent
condition, yet available treatments demonstrate only modest efficacy. Exposure
therapies, considered by many to be the ‘‘gold-standard’’ therapy for PTSD, are
poorly tolerated by many patients and show high attrition. We evaluated
interpersonal therapy, in a group format, adapted to PTSD (IPT-G PTSD), as
an adjunctive treatment for patients who failed to respond to conventional
psychopharmacological treatment. Methods: Research participants included 40
patients who sought treatment through a program on violence in the department
of psychiatry of Federal University of São Paulo (UNIFESP). They had received
conventional psychopharmacological treatment for at least 12 weeks and failed
to have an adequate clinical response. After signing an informed consent,
approved earlier by the UNIFESP Ethics Review Board, they received a semi-
structured diagnostic interview (SCID-I), administered by a trained mental
health worker, to confirm the presence of a PTSD diagnosis according to
DSM-IV criteria. Other instruments were administered, and patients completed
out self-report instruments at baseline, and endpoint to evaluate clinical
outcomes. Results: Thirty-three patients completed the trial, but all had at least
one second outcome evaluation. There were significant improvements on all
measures, with large effect sizes. Conclusions: IPT-G PTSD was effective not
only in decreasing symptoms of PTSD, but also in decreasing symptoms
of anxiety and depression. It led to significant improvements in social
adjustment and quality of life. It was well tolerated and there were few
dropouts. Our results are very preliminary; they need further confirmation
through randomized controlled clinical trials. Depression and Anxiety
27:72–77, 2010. r 2009 Wiley-Liss, Inc.

Key words: interpersonal therapy; post-traumatic stress disorder; treatment;
efficacy; clinical trial

INTRODUCTION
Post-traumatic stress disorder (PTSD) is a disorder
triggered by exposure to a traumatic stressor that
imposes risk to physical or psychological integrity.
Such an exposure entails reactions of despair and
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horror.[1] PTSD is highly prevalent all around the
world[2–4] and requires intensive treatment due to
severe impairment imposed by the disease.[5]

Exposure therapies are considered by some clinicians
and researchers to be the ‘‘gold-standard’’ in PTSD
treatment.[6,7] However, its use is limited by some
clinical conditions. Some patients avoid this type of
treatment because of the discomfort that it could cause
them. While exposure therapies have proven efficacy,
their remission rates, are far from satisfactory, are
around 40–45%.[8]

The search for alternative treatments for PTSD is
fundamental for those individuals who fail to improve
from or who cannot tolerate existing treatments.

Interpersonal therapy (IPT) has demonstrated effi-
cacy as a treatment for major depressive disorder
(MDD). Recently Bleiberg and Markowitz published a
pilot study showing its promise for PTSD.[9] Krupnick
et al.[10] adapted IPT as a group treatment for PTSD
after interpersonal trauma. In a randomized trial of
IPT for PTSD versus a wait-list control, they found
that IPTwas significantly more effective than a wait-list
in reducing PTSD and depression diagnoses and
severity of symptoms and in improving interpersonal
functioning.[10]

The rationale for adapting IPT to PTSD is that this
is a therapy based on life events, and PTSD is triggered
by them. The focus in IPT is not on exposure to
traumatic memories, but on social improvement.
Individuals who suffer from PTSD are generally
impaired by their avoidance symptoms, which often
include avoidance of other people, and they tend to be
suspicious of others. PTSD leads to interpersonal
impairment, social isolation, difficulty in establishing
trust in others and low self-esteem. These interperso-
nal difficulties become the focus in IPT treatment.
Another consideration is that social support is con-
sidered a factor that is protective in PTSD and IPT
focuses on development of social support.[11] IPT has
been found effective in the treatment of MDD and
PTSD is frequently comorbid with MDD.

We chose a group format of IPT (IPT-G PTSD) in
order to reduce patients’ social isolation, to improve
their capacity to trust, and to increase their ability to
express affect. In our study we evaluated IPT-G PTSD
efficacy as an add-on therapy to treat patients with a
prior lack of response to medication.

METHOD

Forty outpatients seen in the Program for Victims of Violence
of the Department of Psychiatry, Federal University of São
Paulo (UNIFESP) gave voluntary written informed consent to
participate in this study, which was approved by the UNIFESP
Institutional Review Board of Ethics. The University Program for
Victims of Violence was organized in 2004 to treat the large number
of patients with PTSD and other psychiatric disorders related to
violence.

All patients were administered the Structured Clinical Interviews
for DSM-IV Axis I and Axis II (SCID-I and SCID-II, respectively) by
a trained psychiatrist. Patients were eligible for inclusion if they met
DSM-IV criteria for a diagnosis of PTSD,[12,13] and did not respond
to pharmacological treatments received for at least 12 weeks at
PROVE outpatient clinic (generally an antidepressant prescription
often associated with atypical antipsychotics (APT) or anxiolytic
benzodiazepines; most of them received an antidepressive medication
alone, with further ATP augmentation, but some with pro-eminent
dissociative or psychotic symptoms received either medication at
outpatient admittance, according to clinical evaluation). Patients
were excluded from the study if they met SCID criteria for a
diagnosis of borderline personality disorder, bipolar disorder,
dysthymic disorder, panic disorder, generalized anxiety disorder,
obsessive–compulsive disorder, MDD with psychotic features, or
psychoactive substance dependence in the last 6 months.

INSTRUMENTS

* SCID-I and II[12,13] is a semi-structured interview that allows for
the diagnosis of Axis I and II disorders, respectively, according to
DSM-IV criteria.[1,12,13]

* The Clinician-Administered PTSD Scale (CAPS)[14] is a struc-
tured interview developed to diagnose PTSD and rate its severity.
It is comprised of 30-items to assess PTSD-related symptom
frequency and scores range from 0 to 136, with scores classified as
follows: subclinical, from 0 to 19; mild, from 20 to 39; moderate,
from 40 to 59; severe, from 60 to 79; extreme, 80 and above. Blake
et al.[14] found reliability scores of .90 to .98 on test–retest, and a
kappa index of .78 with a sensitivity of .84 and specificity of .95
when compared to SCID. Pupo et al. (submitted) translated and
adapted the CAPS to Brazilian Portuguese, and calculated its
internal consistency using Cronbach’s a. They found .97 for the
total 17 item. Concurrent validity, compared to SCID results,
showed a strong ability to diagnose PTSD (area 5 .971,
SE 5 .013).

* The Beck Depression Inventory (BDI)[15] is a 21-item self-report
inventory designed to measure the severity of depression. Scores
range from 0 to 63, with depression classified as minimal when
scores range from 0 to 11, mild from 12 to 19, moderate from 20
to 35, and severe from 36 to 63.

* Beck Anxiety Inventory (BAI)[16] is a 21-item self-report inventory
designed to measure the severity of anxiety. Scores range from 0
to 3 from less to more anxious. Total scores range from 0 to 63,
with anxiety classified as absent (0–10), mild (11–19), moderate
(20–30), and severe (31–63).

* Social Adjustment Scale (SAS)[17] is a 54-item scale, ranging from
1 to 5, indicating normal to severely misadjusted. Used to evaluate
social adjustment, a normal score is around 1.56 (7.36).

* MOS 36-Item Short-Form Health Survey (SF-36)[18] is a 36-item
self-report instrument that measures mental and physical health.
The SF-36 measures social functioning correlated to clinical
conditions. Higher scores indicate better quality of life. The
instrument provides a global score, as well as the following
subscale scores: functional capacity, physical aspects, pain, general
health condition, vitality, social aspects and emotional aspects,
and mental health.

Group IPT. IPT, developed by Gerald Klerman and Myrna
Weissman,[19,20] is a brief and focal psychotherapy. It posits that
interpersonal events are fundamental to the development and
maintenance of mental disorders in biologically vulnerable subjects.
The IPT therapist links present interpersonal problems and the
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beginning of symptoms, intervening in one of four interpersonal
problematic areas: grief, role disputes, role transition, or interperso-
nal deficits. The IPT group format was developed and manualized by
Wilfley et al.[21] Krupnick adapted IPT-G to PTSD after inter-
personal trauma, but did not include the individual sessions that
Wilfley recommends. We adapted the model used by Krupnick’s
work to our cultural condition, and included the individual sessions,
thinking that it could enhance individual understanding of IPT and
group functioning. We also believed that these sessions might help to
increase PTSD patients’ adherence to the treatment, especially if they
were initially uncomfortable with the group format. Our IPT-G for
PTSD followed the IPT model originally developed by Klerman and
Weissman.

The goal of IPT-G-PTSD is to reduce patients’ symptoms and to
improve their social functioning. The focus is on one of the four areas
related to interpersonal problematic difficulties, which is determined
at the beginning of treatment. There is no trauma exposure during
IPT sessions, when the patient spontaneously talk about the trauma
there was a supportive attitude from therapists and group, but it is
reinforced the work on foci of the treatment.

These trauma consequences include interpersonal hypervigilance,
destabilization of confidence in others, and social confrontation that
emerged or became aggravated after trauma exposure.

The IPT-PTSD foci are (1) role transition—a disruption in
interpersonal functioning, with roles changing after the trauma
exposure, including avoidance symptoms leading to social withdrawal
from others; (2) grief—the loss of someone close in a violent way; and
(3) role disputes and confrontation among relatives or friends that
emerged after the trauma and contributes to maintaining or
aggravating PTSD symptoms; (4) interpersonal sensitivity, a focus that
includes patients who already had many difficulties in their relation-
ships before the trauma; patients with this type of interpersonal
dysfunction typically are hypervigilant, suspicious, and rarely rely on
or trust others.

IPT-G PTSD was developed according the IPT-G PTSD
manual[10] with 16 two-hour weekly group sessions, two individual
sessions before group, one individual session during half treatment,
and one individual session at the end of treatment. The pregroup
individual sessions were aimed at clarifying and developing an
interpersonal formulation, using the interpersonal inventory devel-
oping a therapeutic alliance, and preparing the patient for the group
experience. The middle individual session focused on reviewing the
patient’s progress with their individual problems, and refining their
interpersonal goals. The individual session post-treatment reviewed
the group experience, the changes the patient has made and plans to
continue to make in outside-of-therapy relationships.

The initial phase (sessions 1–4) of group aimed at establishing a
safe atmosphere and developing group cohesion. Therapists encour-
aged participants appropriate self-disclosure and facilitated norms for
effective communication, educated participants about PTSD and
about how PTSD increased interpersonal difficulties. The inter-
mediate phase (sessions 5–12) addressed the IPT foci. Therapists
facilitated connections among members as they shared their work
with each other and encouraged practice of newly acquired social
skills inside and outside the group. In the termination phase (sessions
13–16), they mourned the loss of the group therapists also helped
participants consolidate their work and helped the plan continued
work in outside relationships.

OUTCOMES
We considered improvement a 50% reduction in

CAPS score from baseline to treatment termination.
Remission was defined as a CAPS score under 19. We

considered an adequate dose of IPT-G PTSD to be
attendance at 80% or more of the sessions.

PROCEDURES
All consecutively seen patients who received phar-

macological treatments for at least 12 weeks at PROVE
outpatient clinic were evaluated by a clinical psychol-
ogist to confirm their eligibility for the study. From a
total of 61 patients who were evaluated, 40 were
enrolled, considering that they have completed the
inclusion. Enrollment ended at this time. Nine
individuals participate declined participation; 12 were
excluded due to the presence of comorbid SCID
diagnoses, including borderline personality disorder,
obsessive–compulsive disorder, and substance abuse/
dependence. All the patients (n 5 40) who met the
inclusion and none of the exclusion criteria and signed
the informed consent were assigned to an appointment
with one of four trained interpersonal therapists.

The therapists did IPT training (read the IPT
manual and treated two patients with MDD with
supervision from an IPT therapist: MFM). All had at
least two years of clinical experience with victims of
violence treatment. Four therapists were employed in
this study, and different combinations of therapists
pairs were used for each of six groups. The therapists
had earlier training in group therapy and their
theoretical orientation was psychodynamic-relational.
They initially studied the IPT-G manual by Wilfley,
reviewed the preliminary IPT for PTSD model by
Krupnick and studied transcripts of an IPT for PTSD
pilot group.

Trained raters, using the CAPS, further evaluated the
patients separately. Research participants completed
the self-report instruments (BDI, BAI, SAS, and SF-36)
before entering on treatment.

To guarantee treatment adherence to the IPT
manual, therapists had weekly meetings to discuss
and supervise the sessions. Some sessions were
randomly videotaped and analyzed by a third therapist
(MFM) to further assess adherence to the IPT manual.

One week after the IPT-G PTSD groups ended, the
patients were again evaluated, using the same instru-
ments that were administered at baseline.

STATISTICAL ANALYSIS
The results were analyzed using pre and post-

treatment scores on all measures (CAPS, BECK, SAS,
and SF-36).), using a nonparametric test for repeated
ordinal measures.[22] A 5% significance level was used
for the statistical tests. Nonparametric tests were used
instead of ANOVA as the sample was small and did not
have a normal distribution. The dependence between
measures for the same individual was considered, but as
the tests were all done for each scale independently,
there was no need to control for type I errors.
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RESULTS
SAMPLE

The patients received treatment from January 2005
until August 2008. There were six groups, each with
6–8 patients. (See Table 1 for demographic character-
istics of the sample.)

The types of traumatic events that were experienced
include: 22 (55%) robberies with holdup-ups and/or
physical aggression with life threat, 2 (5%) domestic
violence, 3 (7.5%) sexual violence, 12 (30%) lost
someone close to homicide, 4 (10%) were victims of
severe traffic accidents, and 2 (5%) experienced
kidnapping associated with imprisonment. All violence
was interpersonal, except those caused by motor
vehicle accidents. The average length of time from
trauma exposure until first evaluation at the clinic was
3.34 years. All the patients experienced symptoms
immediately following the trauma.

Seven (17.5%) patients did not complete the treat-
ment (three due to worsening of their symptoms and
four due to rapid recovery and return to work, making
it difficult for them to attend sessions).

All the patients continued to receive psychiatric
medications after initiating psychotherapy, and there
were no modifications on previous prescription after
enrollment on IPT-G. Twenty-two (22) continued to
take antidepressant medication (AD) [13 as monother-
apy, 5 combined with APS, 2 combined with APS and
benzodiazepines, and 2 AD plus BZD], 15 were under
APS without AD, and 3 with BZD alone. Three
patients discontinued the medication during the
therapy.

There were statistically significant differences on
CAPS total scores, and also for each of three clusters
symptoms before and after treatment, with a large
effect size (Table 2). The total CAPS mean decreased
from 72.3 (73.36) at baseline to 36.54 (75.44) at
endpoint, a score related to mild severity PTSD.

The index of remission was 30%, 12 patients scored
up to 19 on CAPS at endpoint.

Data were analyzed comparing pre and post-treat-
ment scores using nonparametric test for ordinal
repeated measures.

The results also showed an improvement on
depressive and anxiety symptoms evaluated through
BDI and BAI, respectively. The patients showed a
significant improvement on their QOL and social
adjustment, evaluated through SF-36 and SAS scores.
The QOL and social adjustment showed improvement
on either global scores or on subscales (Table 3 and 4).

DISCUSSION
Our results showed the efficacy of IPT-G PTSD as

an add-on therapy for patients who were initially
refractive to psychopharmacological medications re-
ceived as routine in a specialized outpatient clinic.
These patients were considered to have severe PTSD
according to their CAPS scores. Many were very

TABLE 1. Sociodemographic

n (%) n (%)

Gender Religion
Female 28 (70.0) Catholic 14 (35.0)
Male 12 (30.0) Spiritualist 8 (20.0)
Marital status Protestant 8 (20.0)
Married 26 (65.0) Atheist 3 (7.5)
Separate 5 (12.5) Occupation
Single 6 (15.0) Active 18 (45.0)
Widow 3 (7.5) Retired 3 (7.5)
Age Unemployed 7 (17.5)
21–30 7 (17.5) Medical license 8 (20.0)
31–40 11 (27.5) House wife 4 (10.0)
41–50 13 (32.5) Education
51–60 6 (15.0) College 13 (32.5)
61–70 3 (7.5) High school 11 (27.5)

First grade 13 (32.5)
Illiterate 3 (7.5)

TABLE 2. Total and clusters scores before and after
IPT-G PTSD

Baseline Endpoint

CAPS scores Average SE Average SE Effect size P-value

Reexperience 20.811 1.534 9.718 1.714 1.103 o.0001
Avoidance 27.676 1.924 14.615 2.128 1.041 o.0001
Hyperarousal 23.811 1.537 12.282 1.871 1.086 o.0001

Total 72.297 4.368 36.538 5.437 1.169 o.0001

SE, standard error.

TABLE 3. Depressive and anxiety symptoms and QOL
evaluation before and after treatment

Baseline Endpoint

Average SE Average SE Effect size P-value

SF-36
Functional C 57.35 4.69 76.56 4.11 .755 o.0001
Physical Asp 20.71 6.00 52.34 7.81 .797 o.0001
Pain 36.41 4.96 52.88 5.73 .537 .0112
Gen Health 29.74 5.18 55.22 5.25 .850 o.0001
Vitality 26.18 3.70 49.53 4.95 .939 o.0001
Social Asp. 27.94 4.72 63.67 5.39 1.231 o.0001
Emotional A. 13.81 4.89 50.58 7.61 1.013 o.0001
Ment health 33.32 3.38 56.81 4.46 1.041 o.0001

Total 80.16 3.20 104.36 4.18 1.140 o.0001

BDI 26.22 1.78 13.31 1.56 1.291 o.0001
BAI 31.97 2.01 17.03 2.14 1.201 o.0001

SE, standard error; BDI, Beck Depression Inventory; BAI, Beck
Anxiety Inventory.

75Research Article: Interpersonal Psychotherapy to PTSD

Depression and Anxiety



symptomatic, even after receipt of a combination of
medications from different classes.

Patients’ improvement after IPT-G PTSD as an
adjunctive treatment was considerable. Even among
the seven patients who prematurely terminated treat-
ment, four of them stopped because they had improved
and were no longer available to attend psychotherapy.

An important issue was the patients’ good adherence
to treatment. When we initially proposed group
therapy, patients were distrustful and afraid to expose
themselves, reactions that could be expected given their
psychopathology. During psychotherapy sessions, how-
ever, the sharing of experiences with the other patients
probably contributed to their positive therapeutic
effects. An important aspect of this group approach is
that it allowed patients to see that there are other
people with the same symptoms, decreasing their
shame and guilt about being ill.

Our results indicate that IPT-G PTSD has an effect
beyond clinical symptoms of PTSD, including positive
effects regarding symptoms of depression and anxiety.
It also helped patients’ social adjustment and quality of
life.

This study has many limitations that restricted our
conclusions. First, we had only a small sample; second,
the treatment did not have a control or comparison
group. Third, we lacked a previous psychopharmaco-
logical standard. Not all the patients received selective
serotonin recapture inhibitors (SSRI), which have been
approved for PTSD treatment. This limitation is not
that significant, however, as guidelines that were
recently published by the Institute of Medicine,
National Academy of Sciences on the treatment of
PTSD,[23] reanalyzed the older clinical studies used to
approve SSRIs for PTSD as well as a more recent
clinical trial[24] and did not find enough scientific
evidence to regard them as standard for PTSD
treatment.

Despite the limitations, our results are very promis-
ing. They suggest that IPT-G PTSD can be an
effective therapy for PTSD patients, including both
those who do not respond to medication, as well as

those who started treatment for the first time. More
studies, with larger samples, using RCT methods, are
needed to confirm and extend our findings.
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