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A B S T R A C T

Background: : Evidence for the efficacy of treatments for post-traumatic stress disorder (PTSD) is urgently re-
quired. This systematic review and meta-analysis examines the efficacy of interpersonal psychotherapy (IPT) in
reducing the symptoms of PTSD.
Methods: : Five databases were searched from inception until November 2018 to identify randomized controlled
trials (RCTs) that assessed the efficacy of IPT in patients with PTSD symptoms. The reference lists of included
studies were also hand searched. A random effects model was used to estimate changes in a clinician-ad-
ministered PTSD scale, or self-reported symptoms.
Results: : Of 509 screened abstracts, ten clinical trials (11 study arms) involving 755 patients with PTSD
symptoms were included. Nine studies (10 study arms) were included in the meta-analysis. The overall stan-
dardized mean difference was -0.44 (CI: -0.69, -0.19), p = 0.0005. This represents a change in the clinically
administrated PTSD Scale (CAPS) of approximately 12 points. IPT was not superior to other active controls, such
as medication and non-IPT psychotherapies, but was significantly superior to passive controls, such as waiting
list and educational pamphlets.
Limitations: : Most studies modified the IPT protocol and did not comprehensively assess clinician fidelity to the
protocol. The included studies generally had small sample sizes and were of limited quality.
Conclusions: : IPT may be an effective treatment for PTSD, but clinical trials with larger sample sizes and im-
proved methodology are required to confirm effects.

1. Introduction

Post-traumatic stress disorder (PTSD) results in a variety of inter-
personal impacts (Beck et al., 2009). Traumatic events may disrupt
attachments and lead to gradual distancing and avoidance of inter-
personal triggers, along with social detachment, emotional negativity
and anger (McFarlane and Bookless, 2001; Sareen et al., 2007). Ro-
mantic relationships and social functioning can also be affected, as well
as the capacity for parenting (Beck et al., 2009; Flett et al., 2002;
MacDonald et al., 1999). Furthermore, social and interpersonal factors
are known to protect people from or predispose people to PTSD
(Brewin et al., 2000; Maercker and Horn, 2013), and in general, the
severity of PTSD correlates with the extent of underlying interpersonal

conflict (Maercker and Hecker, 2016; Yoo et al., 2018). Moreover, in-
terpersonal difficulties are cited as one of the core symptoms of PTSD,
and interpersonal skills decrease in PTSD patients (Markowitz et al.,
2006; Nezu and Carnevale, 1987).

There is no consensus about what constitutes the best first-line
treatment for PTSD, and accepted modalities currently encompass psy-
chological, pharmacological and physical treatments (Difede et al., 2014;
Dimaggio, 2019). A significant challenge to the identification of the most
effective treatment for PTSD is that affected individuals often have
concurrent mental health or physical problems (National Collaborating
Centre for Mental Health (UK), 2005), thereby implying multiple etio-
logical processes. In terms of pharmacotherapy, it is thought that selec-
tive serotonin reuptake inhibitors (SSRIs), as well as selective
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norepinephrine reuptake inhibitors (SNRIs) are as effective as evidence-
based psychotherapies (Bartzokis et al., 2005; Difede et al., 2014). Some
studies have examined combination treatments, but such approaches are
currently not well supported by the available evidence (Committee on
the Assessment of Ongoing Efforts in the Treatment of Posttraumatic
Stress Disorder et al., 2014; Difede et al., 2014).

Behavioral and cognitive therapies have established efficacy in the
treatment of PTSD (Karatzias et al., 2019), where the best evidence for
a mechanism of action centers on cognitive reappraisal (Brown et al.,
2019a, 2019b), but there is currently insufficient evidence that one
psychological therapy for PTSD is superior to others. For example, a
recent review concluded that currently all treatments for PTSD are
approximately equal in effectiveness (Wampold, 2019). Nevertheless,
the UK National Institute for Clinical Excellence (NICE) recommends
cognitive-behavioral therapies (CBT) for first-line management of
PTSD, followed by medications (Institute of Medicine, 2008;
National Collaborating Centre for Mental Health (UK), 2005). This is
despite the fact that a recent Cochrane Collaboration meta-analysis
identified only 10 studies examining the effectiveness of internet-based
CBT for PSTD (Lewis et al., 2018).

Psychotherapies that involve exposure have strong support for re-
ducing the severity of the trauma-specific symptoms of PTSD
(Committee on the Assessment of Ongoing Efforts in the Treatment of
Posttraumatic Stress Disorder et al., 2014; Difede et al., 2014), in-
cluding CBT (Committee on the Assessment of Ongoing Efforts in the
Treatment of Posttraumatic Stress Disorder et al., 2014; Difede et al.,
2014; Institute of Medicine, 2008). However, the decision about whe-
ther or not to engage patients in a therapy focused on exposure is the
matter of some debate (Dimaggio, 2019) as these strategies that are not
exposure based (Sloan et al., 2018) and the therapeutic relationship
itself can facilitate meaningful progress towards treatment processes
(Nienhuis et al., 2018; Wampold, 2019); (see discussion on Okamoto
et al., 2019). There is also emerging evidence that modifications such as
trauma-focused CBT can benefit those experiencing PTSD, regardless of
the time that has elapsed since the trauma (National Collaborating
Centre for Mental Health (UK), 2005). Many questions remain about
what treatments work for those suffering PTSD, such as the interaction
between emotional regulation and cognitive reappraisal in reducing
situational and experiential avoidance (Brown et al., 2018). In addition,
CBT and other therapies are typically delivered to the individual pa-
tient, and do not typically enlist the involvement of members from the
family system within each consultation session (Maercker and
Hecker, 2016).

Interpersonal psychotherapy (IPT) was initially developed to
manage major depressive disorder (Klerman et al., 1984), but has since
been modified as a treatment for disorders that include depressive
symptoms, such as PTSD (Markowitz, 2010; Markowitz and
Weissman, 2004). IPT has also been modified as a treatment for eating
and mood disorders (Markowitz et al., 2014). IPT is a short-term and
selective therapy which emphasizes the influences of life-episodes
(Frank and Levenson, 2011; Weissman et al., 2000). In conjunction with
the psychoeducation concept of IPT (Frank and Levenson, 2011), the
treatment relies on interpersonal foci such as grief, the role of dispute,
the role of transition and interpersonal functioning (Markowitz et al.,
1998). In line with Bowlby's attachment theories (Klerman and
Weissman, 1994), IPT helps patients to understand their response to the
emotions that arise from the context of relationships and to use this
understanding to strengthen interpersonal relationships
(Markowitz and Weissman, 2012). Given the connection between in-
terpersonal dysfunction and psychopathology, IPT is suitable for
symptoms that arise from social roles, social supports, interpersonal
relationships or social detachments (Frank and Levenson, 2011;
Klerman et al., 1984; Weissman et al., 2000). Studies have shown po-
sitive long-term outcomes for PTSD patients associated with a high level
of social support and secure attachments (Keane et al., 1985;
Tarrier et al., 1999). Furthermore, IPT has shown promising results in

individuals with PTSD, including recovery and development of inter-
personal skills, by teaching patients how to regain control over their
thoughts and feelings (Frank, 1971; Markowitz et al., 2009;
Weissman et al., 2007). Nonetheless, we are unaware of any formal
systematic review summarizing the available evidence regarding the
efficacy of IPT in relieving the symptoms of PTSD. This, along with the
lack of evidence for a true first-line therapy for PTSD, induced us to
conducted a systematic review and meta-analysis to identify existing
studies that evaluate the efficacy of IPT in reducing the symptoms of
PTSD.

2. Methods

Our systematic review was conducted in accordance with the
PRISMA (the Preferred Reporting Items for Systematic Review and
Meta-Analysis) guidelines (Moher et al., 2009). The review protocol
was registered in the international prospective register of systematic
reviews (PROSPERO, CRD 42018115306).

2.1. Search strategy

We systematically searched the published literature in the following
electronic databases: Medline via Ovid, Embase via Ovid, PsychInfo,
CINAHL, and Cochrane Database of Controlled Clinical Trials
(CENTRAL). The databases were searched from inception to November
2018. The following medical subject heading (MeSH) categories and
keywords were used: post-traumatic stress disorder, psychological
trauma, acute traumatic stress disorder, PTSD, trauma, interpersonal or
inter personal psychotherapy, interpersonal or inter personal therapy,
IPT. Table S1 provides the search strategy we used for Medline (via
Ovid), which was replicated or adapted for the other databases.

2.2. Study selection

For inclusion in the present review, studies were required to be
randomized, controlled trials of patients with PTSD symptoms, whether
or not PTSD was the primary diagnosis. Trials were required to have
assessed PTSD symptoms or diagnosed patients using validated tools,
either via a clinically led structured interview (e.g., using the clinical
administered PTSD symptoms scale (Blake et al., 1995)) or via self-report
(e.g., the post-traumatic diagnostic scale (Foa et al., 1997)). The diag-
nosis must have been reached using a formal classification system, such
as the Diagnostic and Statistical Manual of Mental Disorders (DSM)
(American Psychatric Association, 2013), the International Classification
of Diseases (ICD) (World Health Organization, 2019), or the Research
Diagnostic Criteria (National Collaborating Centre for Mental
Health (UK), 2005). To be included, the trials had to involve IPT as an
intervention for PTSD symptoms, whether at an individual or group
level. We did not limit PTSD to specific causative traumatic experiences
nor specific populations. Observational studies were excluded, as were
reviews, editorials, articles in languages other than English, and letters.
All titles and abstracts were screened and only those studies which met
the inclusion criteria were selected for further review.

Full-text articles were independently reviewed by two authors (SA
and DL), with disagreements resolved through consensus-based dis-
cussion. The overall quality of each study was rated independently by
two reviewers (SA and NK) using the Cochrane Collaboration's risk of
bias for randomised studies tool (The Nordic Cochrane Centre, 2014),
and discrepancies were resolved via discussion. For attrition bias, a
high risk of bias was considered to be a loss of 20% of patients over the
period of the study.

2.3. Data collection, data synthesis and analysis

Data on the following characteristics were collected from individual
studies: mean sample size, age, and sex of each cohort, the diagnostic
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tool used for PTSD, other diagnoses, setting of interventions, number of
sessions and duration of IPT, other interventions, tools for outcome
measurement, assessment intervals and follow up duration. We also
extracted data on the type of control condition and the event pre-
cipitating the PTSD symptoms.

Since all outcomes in the included studies were measured on con-
tinuous scales, we conducted the meta-analysis by pooling the stan-
dardized mean difference (SMD) and their corresponding 95% con-
fidence intervals (CIs) from individual studies using a random effects,
inverse variance model using Review Manager 5.3 (The Nordic
Cochrane Centre, 2014). Standardized mean differences were selected
in order to combine studies that used different scales for PTSD symp-
toms. A random-effects model was also selected a priori as we antici-
pated that the heterogeneity between studies would occur due to rea-
sons other than chance. Where a study had three study arms, double
counting was avoided by dividing the number of participants in the
duplicated study by two.

In order to convert SMDs to a representative PTSD scale, we mul-
tiplied SMDs by an average standard deviation of a study using CAPS
(Markowitz et al., 2015). A clinically important difference was set at 10
CAPS points (Schnurr et al., 2007).

The Cochran's Q and I2 statistics were used to quantify the level of
between-study heterogeneity (Higgins et al., 2003). As measured by I2,
heterogeneity between 0% and 40% was considered to be potentially
unimportant, 30% to 60% was considered to be moderate, 50% to 90%
was considered to be substantial and 75% to 100% was considered to be
considerable. The heterogeneity was considered in relation to the
magnitude of the effects and the strength of the evidence for the het-
erogeneity, as suggested by the Cochrane Handbook 2011 (Section
9.5.2).

Publication bias was examined through visual inspection of funnel
plots, as well as via Egger's statistical test (Egger et al., 1997). These
analyses were performed using STATA version 14.2 (StataCorp LP,
College Station, Texas, USA). A p-value < 0.05 was considered statis-
tically significant.

3. Results

A total of 793 articles were retrieved following the electronic
searches, of which 284 were duplicates. The remaining 509 articles
underwent title and abstract screening, from which 36 were selected for
full-text screening. In total, 10 studies met the inclusion criteria. The
reasons for exclusion were mostly that the articles did not present
original results or were not clinical trials. The screening process and
further reasons for exclusion are documented using the PRISMA flow-
chart in Fig. 1. One study (Johnson et al., 2016) did not include data for
the change in PTSD symptoms and was excluded from the meta-ana-
lysis.

3.1. Included studies

The characteristics of the included studies are summarized in
Table 1. A total of 795 patients were included, of whom 648 completed
treatment. Of these, 382 patients were assigned to IPT. The mean age of
participants in the 10 included studies ranged from 19.4 to 40.1 years,
and 90% were female. Seven studies were conducted in the US
(Duberstein et al., 2018; Grote et al., 2015; Johnson et al., 2016;
Krupnick et al., 2008; Markowitz et al., 2015; Talbot et al., 2011;
Zlotnick et al., 2011), two in Africa (Meffert et al., 2014; Schaal et al.,
2009) and one in China (Jiang et al., 2014).

Seven studies used changes in PTSD symptoms as a primary outcome
measure (Duberstein et al., 2018; Jiang et al., 2014; Krupnick et al.,
2008; Markowitz et al., 2015; Meffert et al., 2014; Schaal et al., 2009;
Zlotnick et al., 2011), while the primary outcome for the other studies
was a change in major depressive disorder. Nine studies used single
comparators and one study used two comparators (Markowitz et al.,

2015). The most common comparators treatment as usual (n = 154)
(Jiang et al., 2014; Talbot et al., 2011; Zlotnick et al., 2011).

The most common tool used to detect and monitor symptoms of
PTSD was the Clinician-Administrated PTSD Scale (CAPS) (Jiang et al.,
2014; Krupnick et al., 2008; Markowitz et al., 2015; Schaal et al.,
2009). The precipitating traumatic events comprised childhood sexual
assault (n = 192, (Duberstein et al., 2018; Talbot et al., 2011), peri-
natal loss (n = 50, (Johnson et al., 2016), natural disaster and violence
(n = 83) (Jiang et al., 2014; Meffert et al., 2014; Schaal et al., 2009)
and interpersonal trauma (n = 182, (Krupnick et al., 2008; Markowitz
et al., 2015; Zlotnick et al., 2011). Eight studies introduced IPT alone in
one arm (Duberstein et al., 2018; Johnson et al., 2016; Krupnick et al.,
2008; Markowitz et al., 2015; Meffert et al., 2014; Schaal et al., 2009;
Talbot et al., 2011; Zlotnick et al., 2011), and one study used IPT in
conjunction with other psychotherapies (Grote et al., 2015). A single
study used treatment as usual along with IPT in one arm (Jiang et al.,
2014). The number of IPT sessions varied from two to 16 sessions. Fi-
delity of intervention was not assessed in four studies (Krupnick et al.,
2008; Meffert et al., 2014; Schaal et al., 2009; Zlotnick et al., 2011).

3.2. Risk of bias

Nine of the ten studies had a low risk of bias in terms of random
sequence generation. However, in term of allocation concealment, five
studies had unclear risk and four studies had low risk of bias. Studies
had a low risk in term of attrition bias (n = 9). Reporting bias was
determined as unclear risk in one study, one study was deemed to have
high risk of bias and eight studies were considered to be of low risk of
bias. High risk of bias was considered to be present in four studies in
term of performance bias and unclear risk was determined to three
studies. Finally, in term of detection bias, four studies were classified to
be of low risk of bias. The most obvious drawback was lack of or limited
fidelity assessment and high degree of IPT modification, as well as the
fact that in many studies, no IPT treatment manual was used.

3.3. Findings in individual studies

In terms of CAPS, IPT was associated with an overall decrease in the
level of PTSD symptoms from baseline after 16 group sessions, with a
mean (SD) change of −24.54 (16.92), whereas in the comparator
group, the mean (SD) change was −5.78 (12.23); p < 0.001
(Krupnick et al., 2008). IPT and treatment as usual were associated with
a reduction in PTSD diagnoses (from 66.7% to 13.6%) after 12 sessions
in comparison with treatment as usual (TAU) (from 45.5% to 42.1%), as
well as a significant change in mean score of PTSD symptoms Cohen's d
effect size of 1.01 (Jiang et al., 2014).

In contrast, changes in diagnostic criteria were not significant at the
post-test stage within a group of IPT orphan participants, compared
with individual narrative exposure therapy (NET). There was also no
difference between the groups in terms of post-test CAPS severity score,
and at follow-up, NET participants scored significantly lower than IPT
participants after controlling for pre-test scores F(1.23) = 7.68; p <
0.01 (Schaal et al., 2009).

However, an RCT by Markowitz et al. showed that 14 sessions of IPT
resulted in similar responses to treatment as prolonged exposure
therapy (p = 0.035). The authors also found that prolonged exposure
therapy and IPT was superior to relaxation therapy (Markowitz et al.,
2015).

Another study used two sessions of IPT-based modules within eight
sessions of NET in comparison with a ‘waiting list’. The mean of CAPS
total scores decreased significantly within the intervention group at 3
months (t = 4.61 df. = 37; p < 0.001), as well as at 12 months
(t = 9.20 df. = 37; p < 0.001). Furthermore, the interaction between
time and treatment group was significant [F(1,74) = 4.3; p = 0.04],
indicating that NET participants improved more than controls
(Jacob et al., 2014).
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Refugees were shown to experience a decrease in their PTSD
symptoms after six sessions of IPT by Meffert et al., who used the
Harvard Trauma Questionnaire (HTQ) to measure PTSD symptoms in
comparison with those on a ‘waiting list’. The mean HTQ score de-
creased by 40% in the IPT group, compared with 9% in the ‘waiting list’
group. The effect size of IPT was –2.52. Additionally, the IPT group
experienced a significant decrease in PTSD symptoms after controlling
for baseline symptoms (Meffert et al., 2014).

Two studies demonstrated the efficacy of IPT among women with
depression who experienced childhood sexual abuse trauma. The mean
of the Modified PTSD Symptom Severity Scale after 16 sessions of IPT
decreased significantly compared with usual care psychotherapy, which
focused on individual psychotherapy (d = 76; p = 0.04) and clinical
psychotherapy (d = 0.35; p = 0.02) (Duberstein et al., 2018;
Talbot et al., 2011).

Johnson et al. used the psychiatric status rating (PSRs) to follow
weekly symptoms of PTSD in women with the perinatal loss after 14
group IPT sessions. In comparison with a “coping with depression”
group, IPT was superior (B = 1.73; SE[B] = 0.67; Wald = 6.78;
p = 0.009) and the median time to recovery was 11 weeks for IPT
participants and 24 weeks for participants in the “coping with depres-
sion” group (Johnson et al., 2016).

Grote reported on the effects of eight brief IPT sessions with a
“MOMcare” intervention in depressed disadvantaged pregnant women,
in comparison with a Maternity Support Service (MSS). MSS promotes

healthy pregnancies and positive birth as well as good parenting out-
comes by providing basic services need and facilitate an easy visit to an
obstetric provider. MOMcare was an MSS with additional depression
care, with a specialist providing IPT and/or antidepressants if needed.
Although both groups experienced a reduction in PTSD severity,
MOMcare was associated with a significant decrease in PTSD symptoms
at 18 months (ES = 0.40) (Grote et al., 2015). However, Zlotnick found
no significant interactions between group and time, F(1.31) = 0.46;
p = 0.71, as well as no significant differences in low-income pregnant
women between the standard care and IPT groups at post-intake, F
(1,31) -1.84; p = 0.27 (Zlotnick et al., 2011).

3.4. Meta-analysis

For the meta-analysis, we combined all studies that reported PTSD
symptoms and used IPT as the main intervention. We excluded one
study that did not report its outcome on a continuous scale
(Johnson et al., 2016). In total, nine studies (ten study arms) were in-
cluded (Duberstein et al., 2018; Grote et al., 2015; Jiang et al., 2014;
Krupnick et al., 2008; Markowitz et al., 2015; Meffert et al., 2014;
Schaal et al., 2009; Talbot et al., 2011; Zlotnick et al., 2011).

In order to determine if the number of IPT sessions predicts the
efficacy of IPT, we undertook a subgroup meta-analysis of trials pro-
viding 12 or fewer sessions, or more than 12 sessions (Fig. 2). The
overall effect size for trials employing more than 12 sessions was

Fig. 1. PRISMA flowchart: Of 793 articles retrieved through database searching, 284 were duplicates. The remaining 509 articles were examined at the title and
abstract level. This resulted in 36 articles selected for full-text screening. Of the 36 full-text articles screened, 10 studies met the inclusion criteria. Of these, 9 studies
(including 10 study arms) were included in the meta-analysis.
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numerically, but not statistically larger than the effect size in the sub-
group of studies providing 12 or fewer IPT sessions. Moreover, the
subgroup of 12 or fewer sessions failed to show statistical significance
(SMD = −0.39 (95% CI: −0.85, 0.07), p = 0.10), whereas the sub-
group of studies providing more than 12 sessions was statistically sig-
nificant (SMD: −0.48 (95% CI: −0.82, −0.14); p = 0.005). Hetero-
geneity was moderate for both groups. The result from the significant
subgroup corresponds to a clinically significant reduction in PTSD
symptoms of approximately 11.4 CAPS points.

The primary diagnosis of study participants varied. Some partici-
pants were diagnosed primarily with PTSD, whereas others had a pri-
mary diagnosis of major depressive disorder, but experienced PTSD
symptoms. In order to determine if the primary diagnosis affected the
efficacy of IPT, we undertook a subgroup meta-analysis by diagnosis
(Fig. 3). The effect size was numerically larger in studies including
people with a primary PTSD diagnosis (SMD = −0.55 (95% CI: −1.09,
−0.01); p = 0.05), but this did not differ significantly from those with
depression as a primary diagnosis (SMD = −0.38 (95% CI: −0.59,
−0.17); p = 0.0004).

Among the included studies, the factor precipitating the PTSD
symptoms varied. We undertook a subgroup meta-analysis of the effi-
cacy of IPT in those experiencing interpersonal trauma (including
childhood abuse), those experiencing natural disasters or mass vio-
lence, and those with perinatal depression (Fig. 4). Numerically, those
experiencing natural disasters or mass violence experienced the greatest
reduction in PTSD symptoms compared with placebo, but this was not
statistically significant (SMD = −0.70 (95% CI: −1.68, 0.23);
p = 0.16). This result, which would be equivalent to a reduction in
CAPS points of approximately 20 points, would be highly clinically
significant. However, this result did not differ significantly from the
effect size in those experiencing interpersonal trauma (SMD = −0.38
(95% CI: −0.67, −0.10); p = 0.008).

As outlined above, some studies compared IPT with other active
therapies, such as medication or other psychological interventions,
whereas other studies used a passive control such as waiting list or
educational pamphlets. We undertook a subgroup meta-analysis by
control type (Fig. 5). As expected, the efficacy of IPT was greater when
compared with passive controls than with active controls. Compared
with passive controls, IPT showed a large and statistically significant
reduction in PTSD symptoms (SMD = −0.62 (95% CI: −0.97, −0.27);
p = 0.0006). This is equivalent to a clinically significant reduction in
CAPS of approximately 17 points. In contrast, compared with active
controls, the difference was much smaller and not statistically sig-
nificant (SMD = −0.25 (95% CI: −0.61, 0.10); p = 0.16).

There was no evidence of publication bias based on a visual in-
spection of the funnel plot (Fig. 6) as well as from the Egger's statistical
test (p = 0.25).

4. Discussion

This systematic review and meta-analysis of 10 RCTs demonstrate
that IPT may be an effective psychotherapy intervention for reducing
the symptoms of PTSD. The pooled data suggest a statistically sig-
nificant reduction in PTSD symptoms among patients receiving IPT,
especially compared with to waiting list or usual care, those experien-
cing natural disasters or mass violence, and those with PTSD as a pri-
mary diagnosis. However, the lack of a sufficiently large number of
studies prevented a more nuanced analysis and strong conclusions.

However, our findings are indicative of the potential for IPT to re-
present one of the effective psychotherapies for PTSD. Our findings are
consistent with the results from a prior review based on data from five
open and controlled trials for PTSD in people with anxiety disorder
(Markowitz et al., 2014). They reported that the CAPS score reduced
from 72.3 (4.7) to 36.5 (5.4) (p < 0.001, ES = 1.2). The authors also
found that IPT decreased anxiety symptoms and showed low attrition
(Markowitz et al., 2014). Similarly, a recent systematic review andTa
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meta-analysis by Linardon et al. concluded that IPT was associated
with significantly lower rates of withdrawal from treatment than both
CBT and non-specific supportive therapies in patients with common
mental disorders (Linardon et al., 2018).

Comparison with the outcomes of meta-analyses on the effective-
ness of other interventions for PTSD reveals interesting insights. In a
2018 meta-analysis on internet-based CBT for PTSD, Lewis et al. found
a similar effect size (SMD = −0.60 (−0.97; −0.24) for reduction in
PTSD symptoms (Lewis et al., 2018). Similarly, a 2019 meta-analysis of
CBT for PTSD symptoms in mothers of pre-term infants found a

reduction in the CAPS of −11.69 (−19.45; −3.94), equivalent to an
effect size of 0.49 (Seiiedi-Biarag et al., 2019), and a comparison of CBT
with eye movement desensitization and reprocessing (EMDR) found no
differences in efficacy after 3 months (Khan et al., 2018). Narrative
exposure therapy resulted in a more substantial effect in reducing PSTD
symptoms in refugees and asylum seekers (SMD = −0.78; 95% CI:
−1.18; −0.38) and trauma focused psychotherapy was associated with
a very large reduction in PTSD symptoms (SMD = −1.92; 95% CI:
−3.05 to −0.80) (Nosè et al., 2017). However, a feature of all these
meta-analyses is the very small number of included studies – often only

Fig. 2. Subgroup meta-analysis of IPT versus control for PTSD symptoms by number of sessions: Studies reporting changes in PTSD symptoms after IPT and control
were subgrouped by the number of sessions provided to participants. Standardized mean differences with 95% confidence intervals were calculated for each
subgroup, as well as for all studies together.

Fig. 3. Subgroup meta-analysis of IPT versus control for PTSD symptoms by primary diagnosis: Studies reporting changes in PTSD symptoms after IPT and control
were subgrouped by the primary diagnosis of the people participating in the studies. Standardized mean differences with 95% confidence intervals were calculated
for each subgroup, as well as for all studies together.
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two or four. Thus, the evidence base for any particular intervention,
including IPT is small.

Overall, the effect sizes observed were moderate. This suggests that
there are unmet needs for patients that deserve attention. The effect
sizes observed in our analysis hint at potential subgroups for whom IPT
may be more or less effective; people with PTSD as a primary diagnosis
appeared to benefit more than those with MDD as a primary diagnosis,
and those with PTSD arising from natural disasters or mass violence
also appeared to benefit more than those who experienced inter-
personal trauma or perinatal depression. However, the lack of data

made further investigation of these relationships impossible, and cov-
ariates (such as baseline PSTD score, prior treatment exposure, current
living situations etc.) could also explain these differences. The reasons
for the failure of current treatments should be closely examined in fu-
ture clinical trials.

IPT may represent a valuable alternative approach to other psy-
chological interventions for PTSD symptoms. The effect sizes were si-
milar to other treatments for PTSD, such as CBT, NET and TFP.
However, we found very few high quality, controlled clinical trials that
used IPT as an intervention compared with other standard

Fig. 4. Subgroup meta-analysis of IPT versus control by precipitating event: Studies reporting changes in PTSD symptoms after IPT and control were subgrouped by
the event precipitating the PTSD symptoms. Standardized mean differences with 95% confidence intervals were calculated for each subgroup, as well as for all studies
together.

Fig. 5. Subgroup meta-analysis of IPT versus control by type of control: Studies reporting changes in PTSD symptoms after IPT and control were subgrouped by the
type of control used (active controls, such as medication, other therapy modalities) or passive controls (wait list, treatment as usual). Standardized mean differences
with 95% confidence intervals were calculated for each subgroup, as well as for all studies together.
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psychotherapies like CBT or exposure therapy. It is also important to
acknowledge evidence is growing for non-exposure based therapies
(Dimaggio, 2019). Thus, well conducted RCTs in this area are urgently
required.

5. Limitations

The present review has some limitations that warrant consideration.
The quality of the included studies was generally not high, and the
study participants were heterogeneous. There were also limited data on
male participants. Furthermore, we were unable to conduct meta-re-
gression based on covariates due to a lack of studies. Finally, it is known
that there is variability in the IPT treatment models (Prowse and
Nagel, 2015). Therefore, future research would ideally incorporate
methods of assessing treatment fidelity, as well as reporting on the
treatment modality used, as has been incorporated in psychological
treatments for other conditions (Dobson and Kazantzis, 2003;
Webb et al., 2010).

6. Implications and future direction

Overall, we found that IPT could be effective in reducing PTSD
symptoms. However, the lack of available studies means that IPT
cannot currently be conclusively recommended as a first-line treatment.
Various psychotherapies, both those based on exposure and those
adopting non-exposure techniques have demonstrated efficacy, and
future work would ideally identify which specific treatment strategies
(i.e., techniques targeting specific processes) are effective for whom
(i.e., those with different etiological processes in their experience of
PTSD), and under which relational contexts (Wampold, 2019). The
available information, however, should be taken as an impetus for
conducting larger-scale, high quality randomized controlled trials of
IPT in people with PTSD symptoms.
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