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“I don’t know why she said that to me. I
guess she’s right, I am stupid, a loser, I don’t
do anything right.” My patient, a heavyset
man in his late 40s, sighs deeply, crossing his
legs and looking down at the floor. Although
the session has been plodding and slow so
far, my CBT-honed instincts kick into high-
gear. A distortion! A cognitive distortion!
Eagerly I lean forward, ready to challenge
the errant thought. And then I remember:
I’m doing Interpersonal Psychotherapy now.
What would an IPT therapist do? I squeeze
my chair’s armrests to steady myself and
take a breath.

“How did you feel when she said that to
you?” I ask.

“How did I what?”
“How did you feel?”

In graduate school, I was immediately
drawn to cognitive behavioral therapy
(CBT). And indeed, why not? CBT holds
great appeal for any young, inexperienced
therapist eager to enter the world of psy-
chotherapy. To myself and many of my
classmates, the concept of therapy was
something ephemeral and mysterious,
powerful and yet subtle, holding great
promise, yet carrying a risk of causing great

harm if administered incorrectly. To this
mindset, CBT was an obvious choice: it’s
hard to beat a highly structured, inherently
logical mental health treatment, complete
with a veritable avalanche of “how-to”
treatment manuals, research evidence,
training programs, and experienced super-
visors. It seemed as though CBT works well
for practically everything (Butler, Chap-
man, Forman, & Beck, 2006). So why try
anything else?

Yet, CBT has its limitations. As Dr.
Michelle Craske (2016) noted in her presi-
dential address at ABCT’s Annual Conven-
tion, despite CBT’s extremely impressive
history, about 20% of patients don’t get
better. Some argue that CBT’s claim of
superiority to other forms of therapy, par-
ticularly psychodynamic psychotherapy, is
greatly overblown (Baardseth et al., 2013;
Shedler, 2010). But even without wading
more deeply into the sludge of the CBT
versus psychodynamic psychotherapy
debate, there is certainly evidence that CBT
does not work for everyone.

I have been a fairly gung-ho CBT thera-
pist. In my career, I have focused on the
treatment of veterans and their families,
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and have used CBT effectively for the treat-
ment of depression, generalized anxiety
disorder, panic disorder, and PTSD. For
the latter, I have been an adherent of such
approaches as Prolonged Exposure (PE)
and Cognitive Processing Therapy (CPT),
and I have repeatedly been impressed by
the capacity of patients to improve using
these highly structured treatment recipes.

But I have also encountered patients
who just don’t seem to improve, for many
reasons. For some, it’s about the home-
work, and having difficulty resolving
avoidance sufficiently to complete expo-
sure exercises, a well-known challenge in
CBT-oriented treatment (Cowan et al.,
2007; Decker et al., 2016; LeBeau, Davies,
Culver, & Craske, 2013). For others, I have
wondered if it may be an issue of being
overly cerebral; i.e., patients who can intel-
lectually or philosophically grasp the con-
cepts and behaviorally complete the exer-
cises, but who seem detached from the
actual emotional process of therapy and
who struggle to engage in a meaningful
way. Still others seem to just suffer without
any clear reason as to why they’re not get-
ting better; no matter how much effort and
work I or these patients put into treatment,
they don’t seem to be able to pull them-
selves out of their respective holes. CBT has
tools for handling these situations, of
course, such as identifying barriers to treat-
ment and navigating around them,
addressing distortions related to the treat-
ment process, etc. But sometimes these
strategies inexplicably fail. All too often in
these situations we fall back on an old
standby, the dirty secret of failed psy-
chotherapy: blame the patient (Gunder-
man, 2000). “They don’t want to get
better.” “They’re not really trying.” “They
can’t be helped.” “I did everything I could
think of.” The comforting phrases we tell
ourselves to absolve ourselves of guilt or
maybe the secret fear that we’re not doing a
particularly good job.

An alternative explanation for lack of
improvement may be that CBT was just not
a good fit for these patients. Yet, I was hes-
itant to accept this idea. I often felt as
though there weren’t any good alternatives
to CBT, perhaps because my training had
been CBT-focused to the near total exclu-
sion of other approaches. I imagine this
view may be shared by many others of my
generation of therapists, especially as CBT
has become the best disseminated evi-
dence-based mode of therapy in graduate
psychology and other training programs
(Weissman et al., 2006).

Enter IPT.

The patient is crying softly. I consciously
resist the urge to hand him a tissue,
instead allowing him—and reminding
myself—to sit with the emotions in the
room. After a few moments, he wipes his
eyes and tries to shift us away.

“Well, the truth is that she is right,
what she’s saying about me.”

“Wait, hold on there for just a
moment, let’s stay with those feelings for a
little bit. You told me just a moment ago
that when your wife was speaking to you
this way, you were feeling sad, and dis-
missed, and lonely, and upset. Do you
think these feelings make sense? Is it okay
to feel this way?”

I first encountered IPT at Columbia
University Medical Center/New York State
Psychiatric Institute while working with
Dr. Yuval Neria, director of the PTSD
Research and Treatment Program, and Dr.
John Markowitz, a leading psychotherapy
researcher. Dr. Markowitz had conducted
research using IPT for PTSD, and showed
that IPT might do better than PE for a
subset of patients with PTSD and comor-
bid depression (Markowitz, 2016;
Markowitz et al., 2015). To a CBT therapist
like me, experienced in PE and CPT, the
concept of treating PTSD with IPT, which
does not include exposure, sounded ludi-
crous. But I’ve always prided myself on
being open-minded and flexible, and
invested in learning anything that will help
me be a better therapist. So, I skeptically
but gamely agreed to attempt IPT.

IPT was difficult for me to learn.
Although the concepts are relatively
simple, and some of the core principles
share commonality with CBT, it is truly a
very different form of treatment, having its
roots more in attachment theory and psy-
chodynamic psychotherapy than anything
else. IPT was originally developed in the
1970s by Dr. Gerald Klerman and Dr.
Myrna Weissman as part of a study of
amitriptyline for depression. IPT empha-
sized what was then a novel concept:
depression is a medical illness that is not
the patient’s fault, and it can be improved
through socially oriented interventions
(Klerman, Weissman, Rounsaville, &
Chevron, 1984; Markowitz & Weissman,
2012).

IPT has three basic principles: (a) what-
ever may have “caused” a depressive
episode or other mental health disorder, it
occurs in an interpersonal context and
tends to involve disruption of important

attachments and social roles; (b) social sup-
port protects against psychopathology; and
(c) working on changing social functioning
in the “here and now” improves symptoms.
To accomplish symptom improvement,
IPT focuses on affective (rather than cogni-
tive) understanding and engagement (i.e.,
embracing and expressing emotions as an
important part of living: negative affects
like anger are not harmful and provide
important information about interpersonal
conflict), bolstering social engagement and
support, and enabling the patient to make
proactive, effective interpersonal choices.
IPT therapists never assign homework, but
do encourage patients to “live dangerously”
(i.e., experiment while in treatment in
trying things differently to see what hap-
pens). IPT’s time-limited approach subtly
encourages movement and action. IPT is
an active treatment in which the therapist
works to keep the patient engaged emo-
tionally.

IPT has three phases. In the first phase
(roughly three sessions), the therapist gath-
ers an interpersonal inventory, a sort of his-
tory of the patient’s past and particularly
present relationships, and the patient’s pat-
terns in those relationships. After conduct-
ing a thorough assessment, the therapist
delivers a clear diagnosis. The patient is
assigned the “sick role,” and as with any
medical condition, the patient is told that
it’s harder to function when not feeling
well. The therapist explains that the
patient’s condition is no fault of the
patient’s own, and that the condition is
treatable. Finally, the therapist gives the
patient a formulation. The formulation
links the patient’s condition either to a role
transition, in which there was a significant
life change (or in the case of PTSD, onset of
a significant condition); a role dispute, in
which the patient’s symptoms link to the
onset of a fundamental personal disagree-
ment and conflict with another person;
unresolved grief, if the patient never fully
processed the death of someone important;
or if none of the above apply, the therapist
may opt for an interpersonal deficit, an
unfortunately named grouping that is
intended for those who do not fit well into
the other categories (Weissman, Mark-
owitz, & Klerman, 2007).

In the second phase of treatment, the
therapist begins each session by asking,
“How have things been since we last met?”
The patient responds by reporting how he
or she is feeling, or what has happened
recently. The therapist helps the patient
connect mood to life circumstances, com-
menting that it makes sense that the patient
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feels worse when bad things happen, and
better when good things happen. In dis-
cussing incidents, the therapist asks:

What happened?
What did you feel?
Did your feelings make sense?
And what happened next?
The goal of these questions is to help the

patient recognize what the patient may be
feeling, understand why the patient may be
feeling this way, and allow the patient to
experience and express this emotion. The
therapist then moves to the next question:
What are your options in this kind of situ-
ation? What would be helpful? Often, the
IPT therapist will role-play scenarios with
the patient to help the patient arrive at a
satisfactory interpersonal choice that vali-
dates and honors the patient’s feelings.

In the third and final phase, the thera-
pist helps prepare for termination, and as
in other forms of therapy, discusses what
worked and what didn’t, bolsters a sense of
independence and competence, and

acknowledges that separation can be “bit-
tersweet.” The therapist attempts to relieve
guilt and self-blame if the treatment was
not fully successful, and explores other
options with the patient as warranted.

“Okay. We’ve established that you were
feeling sad, and angry, and that these
feelings made sense; in fact, most people
would probably feel as you did if spoken
to the way that you were. So what hap-
pened next? What did you do?”

“I didn’t do anything. I mean, I apolo-
gized. I said I was sorry.”

“You apologized?”
“Yeah.” He pauses. “I know, stupid,

right? I don’t know what to do.”
“Well, what are your options?”

To even a casual observer, there are
many noticeable differences between IPT
and CBT, which are also readily visible on
standardized adherence scales (Hill,
O’Grady, & Elkin, 1992; Markowitz, Spiel-

man, Scarvalone, & Perry, 2000; see Table
1). Besides the structural issues of, for
example, homework or agenda-setting,
IPT generally targets emotions, whereas
CBT primarily targets cognitions, viewing
emotions as more of an outcome or mea-
surement variable. Furthermore, IPT
focuses on emotions within interpersonal
contexts and exploration of interpersonal
effectiveness with other human beings,
rather than on a patient’s internal, cogni-
tive dysfunctions. Which is not to say that
cognitive distortions or misperceptions are
never addressed in IPT; but they are not a
primary focus and are certainly no sine qua
non.

This was hard to wrap my head around
when I first started conducting IPT for
depression and PTSD. No homework
assignments? No discussion of trauma? No
direct addressing of avoidance? We’re just
supposed to talk about feelings?

“Yes,” I learned. The key difference
between IPT and exposure treatments for
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PTSD is that exposure treatments target
reminders of and the narrative of the trau-
matic event itself, whereas IPT targets the
interpersonal sequelae of trauma—that is,
withdrawal and isolation, distrust of others,
“interpersonal hypervigilance,” impaired
social and marital functioning (Markowitz,
2016).

I have had many uncomfortable
moments while conducting IPT. Focusing
on feelings rather than thoughts has meant
having to be more in touch and present
with my own feelings, including feelings of
pain and discomfort, when my natural
empathy connected me to my patient’s
experiences. I have learned to be less quick
to hand tissues to patients, and more will-
ing to sit back and allow feelings just to be.

It has also been hard to resist “fixing”
patients’ thoughts. When I hear a distorted
cognition, I always want to change it, shape
it, correct it, challenge it—something! In
IPT, though, pulling the patient away from
feelings is actually counterproductive. It
distracts from the primary task of under-
standing, labeling, and accepting an emo-
tion, and being willing to generate ways to
honor and act on that feeling in an effec-
tive, interpersonally savvy way.

In somehow enduring and overcoming
these and other challenges, however, I have
made a startling discovery: IPT works!
While this outcome is of no surprise to
those already familiar with IPT’s consider-
able research support (Cuijpers et al., 2011;
Negt et al., 2016), it has been eye-opening
to see how patients get better simply by
focusing on feelings and using them to
explore how to interact with others in dif-
ferent, more effective ways. I have also
found, anecdotally, that patients with
PTSD gain perspective on their traumatic
experiences and memories even without
addressing them directly. They learn to
identify the feelings that arise from trauma-
related symptoms, such as intrusive

thoughts or startle reflex, and seek appro-
priate support for these feelings, rather
than pull away from others and remain iso-
lated and alone, burying or hiding their
feelings. I have been impressed as patients,
who at the onset of treatment appeared
timid, depressed, and avoidant, become
confident, mature individuals with the
skills to successfully navigate their inter-
personal environments.

I have also been surprised by IPT’s
effects on me as a therapist: I have gradu-
ally noticed that I have become more
patient, more comfortable with emotions,
and better able to support patients in find-
ing their own solutions to problems
(although I’m sure Dr. Markowitz would
say, correctly, that I still have plenty of
room to grow). I find myself doing less
mental juggling during IPT sessions in
terms of what skills to focus on and what
the patient needs to learn, and being more
in the moment, allowing the process of
therapy simply to be. And, I will admit, it
has been incredibly freeing to get away
from homework, and from endless, awk-
ward discussions of why a patient didn’t
complete a particular assignment. I look
forward to my IPT sessions, and find
myself immensely enjoying the sense of
adventure that comes with not knowing
what has happened in the past week, what
emotions have been stirred up, and learn-
ing what patients have attempted on their
own.

I have no intention of abandoning CBT,
and continue to regularly use CBT treat-
ments, including PE. There are unques-
tionable advantages to exposure-based and
other CBT approaches for PTSD, depres-
sion, anxiety, and other problems, and
much proven success. However, as no
treatment works for all patients, it is
extremely comforting to know that IPT is
available for patients who don’t seem to be
a good “fit” for CBT, who don’t seem to be

getting better, or who may especially bene-
fit from an affect- or interpersonally
focused treatment. As a therapist, I am
grateful for how IPT has broadened my
perspective, and I encourage other CBT
therapists to give it a try as well.
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WORDS MATTER IN SCIENTIFIC PRACTICE.
They matter because they can facilitate or
hamper clear communication among sci-
entists about phenomena, which are often
complex. They also matter because they
impact the clarity of communication
between scientists and the lay public.
Words, if properly formulated, afford eco-
nomical communication and enable the
successful pursuit of scientific goals such as
accurate interpretation of findings and
facilitation of procedural replication
(Chiesa, 1994).

Scientific communities construct their
vocabularies with various considerations in
mind. First, they consider “entymological
sanctions” (Skinner, 1957), which is to say
they try to avoid the use of words that
already have meaning for many people. For
example, when Skinner labeled his concep-
tual analysis of language, he chose the term
“verbal behavior” rather than “language”
because the latter already had meaning that
differed from his view of the phenomena.
Similarly, he often contrived novel words
free from preexisting meaning to label his

foundational concepts (e.g., tact, mand,
intraverbal, etc.).

Rather than construct new words, some
scientists approach this difficulty by
attempting to clearly define their novel use
of existing terms. This is problematic, how-
ever, because despite careful attention to
definitional matters, many people will still
confuse the new use of the term with its
preexisting use. A well-known example of
this is the long-standing and widespread
confusion surrounding the term “negative
reinforcement.” Scientists of behavior use
this term with precision; they use it when
making reference to a process wherein
environmental events that immediately
follow a behavior, and which involve the
termination of an aversive condition, lead
to an increased probability of that behavior
in similar conditions. In other words, this
refers to a process that leads to an increase
in behavior. Yet many laypeople, and even
many professionals, use this term to refer
to environmental events that lead to a
decreased probability of responding. There
is an existing term for this type of behav-

ioral decrease process: punishment. Clarifi-
cation regarding the precise behavioral def-
inition of this term has been attempted
many times, but with little effect.

Scientists refine their concepts over
time. For example, reinforcement, one of
the most fundamental concepts in behav-
ior analysis, is currently the subject of some
debate. The dominant view has been that
reinforcement involves the strengthening
of behavior, though other theories dispute
this (e.g., Davison & Nevin, 1999). Scien-
tific communities are slow to modify their
foundational concepts, but always remain
open to modification if conceptual and
empirical analyses reveal more effective
specification.

Words impact scientific behavior when
they influence the ways scientists view their
subject matter, the manner in which they
make interpretations, and the ways that
terminology affects conceptual under-
standing. As such, scientific communities
attend to the controlling effects their words
have on their behavior (Chiesa, 1994).

Finally, scientific communities take
substantial measures to protect their pre-
cise subject-specific terminological use.
They accomplish this through the arrange-
ment of contingencies that socialize junior
members in terminological precision and
weaken or prevent subsequent terminolog-
ical drift.

The effectiveness of arranging such
contingencies differs across scientific com-
munities. Behavioral scientists have gener-
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