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Psychotherapy for Addictions? 

 
Over the past 40 years, there have evolved over 250 forms of psychotherapy that attempt to deal 

with mental problems. Derived from the insights and psychoanalytic studies of Sigmund Freud, 

very few of these offshoots have found mainstream acceptance currently.  Some take bits and 

pieces of the Freudian system; others operate in opposition to Freud. Some accept the notion of 

unconscious motivation and past experiences including childhood developmental theory; others 

focus on behavior modification in the here and now, or cognitive restructuring. Some of them 

occur in a group format, gather the significant couple unit or see the person’s stress stemming 

from the family constellation.  

 

In the past, when you visited a therapist, you would receive whatever flavor of therapy reflected 

that therapist’s specialty: family, group, psychoanalysis, behavior therapy, etc. These days, under 

the aegis of evidence-based medicine and the financial strictures of managed care health 

insurance, a therapy would be prescribed which more likely matched up with the patient’s 

requirements; for example, CBT (Cognitive Behavioral Therapy) for phobias or addictions, DBT 

(Dialectical Behavior Therapy) for Borderline Personality Syndrome or psychodynamic therapy 

and medication for depression. However, with a steady unlocking of the human brain’s 

complexity, a deeper understanding of the mind/body connections, and through the experiences 

and clinical challenges of Addiction Medicine, we are coming to understand that there are three 

basic therapies: Biological, Psychological and Social, in tune with the Biopsychosocial model 

derived from work in the addictions. The Bio- are the genetic propensities, many Axis I 

syndromes, and chemically-induced brain disorders caused by drugs and alcohol; the Psycho- 

reflect the developmental damage brought about in dysfunctional families and early childhood 

disturbances and failures; the Social reflect current relational difficulties with work or school, 

family, marriage or other intimacy, friendships and a general ability to get along in the world.  

 

Earlier in our JNLA series of monthly articles, we focused on Cognitive Behavioral Therapy – 

one of the most researched forms of therapy to help bring about change and mental relief. This 

issue of JNLA will focus on IPT (Interpersonal Therapy), also one of the most researched and 

validated, but little-known, forms of psychotherapy.  

 

The development and research on IPT was begun in 1969 by Gerald Klerman, MD, a psychiatrist 

at Yale. He later brought his research and theories to the MGH in Boston. He originally wanted 

to know if psychotherapy had a role in the prevention of relapse in the treatment of depression 



along with antidepressants. He was aware of Dr. Aaron Beck’s manual for Cognitive Therapy 

(CT) that was being developed at that same time. He used some of Beck’s methods and ideas – a 

manualized, time-limited approach that he called “high contact” supportive therapy. At that time, 

many psychotherapists believed that medication would make patients less interested in 

psychotherapy (and thereby set themselves up for the next relapse), while some 

psychophamacologists (a minority; biologically-minded psychiatrists) believed that 

psychotherapy would undo the positive effects of medication if the patients talked about 

upsetting situations (and thereby set themselves up for the next relapse). 

 

The initial guiding principles were: 1. Randomized controlled clinical trials; 2. Standardized 

measures of outcomes regarding quality of life issues and social functioning; 3. The treatment 

results needed to be replicable.  

 

Klerman’s operating premise was that depression is a biological illness. As the research 

progressed, he became impressed with the power of social and interpersonal stress and how they 

could impact the onset and relapse of illness.  

 

The research team sought input from many modern theoreticians for formulating a best practice 

for combining psychopharmacology and psychotherapy. None was more important than John 

Bowlby
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 who posited the importance of strong emotional bonds between people and how the 

threat of separation or isolation can give rise to profound emotional distress. That led to a focus 

on life events in IPT, namely: complicated bereavement, conflict impasse or dissolution of a key 

relationship, role transition such as moving, job change or loss, retirement, and lack of social 

skills with loneliness, boredom and paucity of attachments.  

 

When Dr. Klerman was joined by two psychiatrists from the Yale Drug Dependency Unit, Dr. 

Herb Kleber and Dr. Bruce Rounsaville, IPT took on the focus of drug addiction in addition to 

other psychiatric conditions in 1974.  

 

The research and protocols were published as the “Comprehensive Guide to Interpersonal 

Psychotherapy” in 2000, and an abbreviated version of the manual was published for busy 

clinicians in 2007.
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As the original manual was being developed, many adaptations were added along the way, such 

as IPT-A, for adolescents or IPC, Interpersonal Counseling, for use by medical professionals 

without psychotherapy training. The adaptations have addressed, among others, the following 

categories: Bipolar disorder, Eating disorders, Substance use disorders, Anxiety disorders, 

Borderline personality disorders, Groups (IPT-G), Couple therapy, IPT-telephone, IPT-M (for 

long-term maintenance, and prevention-of-relapse psychotherapy).  

 

The basic premise
3
 of IPT is that psychological symptoms are connected to interpersonal 

distress. This leads to the three targets of IPT treatment: 

                                                 

 

 

 



1. relief of psychological symptoms 

2. address the loss experiences and transitions in the patient’s relationships 

3. help the patient to develop or better use their extended social support network (such as 

AA for the recovering alcoholic).  

 

Of the three main theories that support IPT, Bowlby’s Attachment Theory has been mentioned. 

He states: The desire to be loved and cared for is an integral part of human nature throughout 

adult life…especially in times of sickness.  

 

Communication Theory: the patient has elements of social phobia or is not sufficiently in touch 

with his needs from others to make his requests and requirements known.  

 

Social Theory: poor or disrupted social supports lead to maladaptive responses to life events with 

the genesis of psychological problems (such as alcoholism or drug addiction).  

 

In IPT, the target is the Biopsychosocial: temperamental and biological vulnerability to stress, 

psychiatric symptoms, interpersonal relationships, and social support networks. The tactics 

involve such elements as: Interpersonal Inventory; Interpersonal Problem Areas ie.: disputes, 

transitions, loss, complicated grief, interpersonal sensitivity; Interpersonal Formulation; IPT 

Structure: acute short-term limits, maintenance contract; Present Focus; Goal Consensus; 

Supportive and Directive.  

 

In summary, IPT
4
 is simple to understand, learn and deliver. It is intuitive. It speaks to the 

universal human condition: our need to connect to and be understood by others. IPT focuses on 

interpersonal relationships and the changes, conflicts and losses that occur in the natural course 

of life. The Interpersonal Foundation rests on Biopsycholsocial factors.  

 

 Biological: genetics, temperament, medical illness, substance use.  

 Psychological: attachment style, cognitive style, coping mechanisms. 

 Social: intimate relationships, social support.  

IPT attends to the resultant psychological distress from a breakdown of internal coping and 

external social supports.  
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