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Abstract: This study presents the case of a male client with type 2 diabetes 

referred to the inpatient acute care clinical psychology services due to persistent 

depression, suicidal ideation, and hopelessness. It was hypothesised that loss of 

role, communication deficits, and decreased activity levels were perpetuating his 

psychological distress. He received 12 sessions of Interpersonal Psychotherapy to 

address Role Transitions and Interpersonal Deficits as recommended by 

guidelines (e.g NICE, 2009; 2010). Evaluative measures from psychometrics, 

self-report and observations suggested an improvement in suicidal ideation and 

anxiety levels but not in depression and hopelessness. He was discharged from 

hospital and was able to bereave his conceptual losses. Further psychological 

work is suggested with the community psychology services for continuing support. 

 

Keywords: Major depression, Role transitions, Relationship deficits, Adult acute 

inpatient, Interpersonal Psychotherapy 

 

1. Introduction 

Depression remains one of the most 

prevalent psychiatric disorders in the United 

Kingdom (UK) (Thomas & Morris, 2003; 

NICE, 2010), only overshadowed by chronic 

worry and irritability (Singleton, Bumpstead, 

O'Brien, Lee, & Meltzer, 2001). There is an 

estimate that 66% of the population will 

experience depression at some point in their 
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lifetime (Moussavi et al., 2007), thus 

increasing pressure on financial resources for 

families, communities and state (Knapp & 

Ilson, 2002). In 2000 the estimate cost for 

depression in British adults was over “£9 

billion, of which £370 million represents direct 

treatment costs. There were 109.7 million 

working days lost and 2615 deaths due to 

depression” (Thomas & Morris, 2003:514), and 

these figures are on the rise (NICE, 2010).  

Singleton et al. (2001) found that 

depression alone was prevalent on 2.6% of a 

UK population aged between 17 and 74; 

however, when depression was concurring with 

other disorders, such as with anxiety, the 

prevalence would increase to about 9.1% on 

males and 13.6% on females. Rates of 

depression are found to increase up to 27% for 

people with coronary heart disease (Rudisch & 

Nemeroff, 2003; Nicholson, Kuper, & 

Hemingway, 2006), and up to 32% in people 

with co-morbid diabetes (Anderson, Freedland, 

Clouse, & Lustman, 2001;). Thus, there is 

increased mortality (Pan et al., 2011), since 

depression can contribute to poor management 

of diet and blood sugar levels, and reductions 

of activity with increased isolation and social 

withdrawal. The client discussed below is one 

of the many that fits into these statistics, 

presenting with high suicidality, hopelessness 

and agitation. 

 

2. Case Summary 

Referral information 

‘Kris’, a 49-year-old male, was referred 

to the Clinical Psychology Services by the 

multidisciplinary team (MDT) due to high 

levels of distress, high risk to self, and 

deterioration of presentation and mood. Kris 

had been an inpatient at an acute unit for eight 

weeks prior seeing the psychologist for an 

initial assessment. The entire process from 

assessment to intervention and relapse 

prevention plan was completed by the Trainee 

Psychologist attending the services.   

 

Initial Assessment 

Kris was initially seen for four 

assessment sessions. An in-depth clinical 

interview was used to elicit information 

relating to his past history and onset of his 

current problems, including completing 

psychometric questionnaires. The scores 

revealed that depression was in the “severe” 

range (score 43) (Beck Depression Inventory 

II, BDI-II; Beck, Steer & Brown, 1996), 

anxiety was in the “moderate” range (18) (Beck 

Anxiety Inventory, BAI; Beck & Steer, 1990), 

hopelessness was “severe” (18) (Beck 

Hopelessness Scale, BHS; Beck, Weissman, 

Lester & Trexler, 1974; Beck, 1988) and 

suicidality was high (14) (Beck Scale for 

Suicide Ideation, BSS; Beck & Steer, 1991). 

The choice of psychometrics was based on 

their routine usage in the current services.  

 

Risk assessment  

Kris presented with high levels of 

suicidality by scoring on the BSS on the 

following items, which are considered to be a 

current risk of suicidal ideation and intent: item 

2 “ I have a moderate to strong wish to die” 

and item 4 “I have a moderate to strong desire 
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to kill myself”. Scoring item 4 required him to 

complete the entire scale (BSS; Beck et al., 

1991), therefore the high scoring.  

Initially, he would also talk about wishes 

to die without this being elicited by the 

psychologist. He said he could not see his life 

ahead, not even his day in a few hours time. He 

was informed about confidentiality and the 

need to report risk to the ward team. He was 

appreciative that nurses were aware of his 

thoughts and was grateful for their monitoring. 

 

Presentation 

Initially, Kris presented as emotional and 

avoided eye contact. He said he had “not 

showered for eight weeks” and was ”not 

sleeping and eating properly”. He often 

referred to his “desperate” situation and how 

much he was in need of medication to calm 

down. He was unable to elicit goals or thoughts 

of hope about his future, and when leaving the 

first session, he was anxious and grabbed the 

psychologist’s arm in a tearful manner stating: 

“I don’t want this [the session] to end” but 

walking out of the room in front of the 

psychologist and pulling his arm.  

 

Medication  

At the time of starting psychotherapy 

Kris was on pharmacological treatment 

addressing several physical and emotional 

needs (BNF, 2010). He was also highly 

dependent on benzodiazepine (Lorazepam) 

medication, would request it everyday and 

become agitated whenever the ward nurses 

could not give him more that day/time. 

 

Brief background History 

Kris is an only child. He recalled having 

had a “good childhood” and his parents were 

very close and always did things together. He 

said he was a sociable child often playing 

outside with his friends. He did not reveal any 

major events throughout his childhood and 

stated that there was nothing important to recall 

about the way he was raised by his parents. He 

was equally close to both parents and when his 

father died 11 years ago he felt it deeply. 

However, his father had a terminal illness and 

his death was expected. He said that his 

relationship with his mother was one of respect 

and he would never speak to her about certain 

topics or use foul language with her. 

Kris had always lived at the family home 

and never had a long-term romantic 

relationship. He was quiet and reserved, often 

spending his evenings at home in his bedroom 

watching TV and eating his dinner. He had a 

close group of friends with whom he would go 

out to pub-quizzes one day a week and 

football/cricket matches on weekends. When 

out with friends he would consume 

considerable amounts of alcoholic beverages to 

get a level of enjoyment. 

Kris finished A-levels at age 18 and kept 

a job with the same employer for 30 years, 

often taking on roles of acting-manager but 

refusing to be promoted to managerial roles as 

he did not want to clash with his work 

colleagues/friends. He was consistent and 

reliable at work, but sometimes he would “feel 

ill” on a Monday morning and unmotivated to 

go to work, thus taking a few days sick-leave. 

This happened frequently throughout his 

career, “perhaps every couple of months”, 
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whenever he thought that he had not much to 

do at work that week.  

Around 26 years ago he was asked to 

move to a new position in a near town and with 

this sudden change he felt depressed and was 

on sick-leave for 6 months to receive treatment. 

He recovered and found this job change to be 

“the best time of my life at work”. He did not 

experience any other episodes of severe 

psychological distress since until now. 

 

Onset of presenting problem 

Around 18 months ago Kris was 

diagnosed with diabetes and told to care for his 

diet and drinking habits. On that same 

weekend, he recalled having had the “worst 

weekend in years”, whereby he went to a 

football match that Saturday, did not drink 

alcohol and did not enjoy the game and the 

activity. He felt apart from his friends who 

teased him for not having an alcoholic drink. 

That Monday he stopped going to work and 

eventually terminated his employment after a 

few months on sick-leave.  

He recalled that “the diagnosis of 

diabetes was like a death sentence” and it 

altered his routine. He felt like his life was 

over, had no reasons to go out and stopped 

socialising with his friends. Eventually, he 

stopped seeing them and speaking to them over 

the telephone. He isolated himself further, 

feeling more hopeless and depressed, and with 

less activities to fill his time. Kris often 

reflected that “every morning is like a blank 

canvas, and I don’t have the colours to colour it 

in”, often referring to goal-less days and 

weeks. 

Over time, his mental state deteriorated 

and antidepressants alone produced little effect 

(e.g. Oquendo et al., 2002). After recurrent 

visits to the local Accident & Emergency 

following attempts to his life, he was 

subsequently admitted to the current services. 

As suggested by Stovall and Domino (2003), 

this is often the most immediate response due 

to high prevalence of successful suicides 

amongst people with depression. 

 

3. Hypotheses 

Based on Kris’ history and onset of his 

current distress, hypotheses were drawn to 

help guide formulation and intervention. 

Hypothesis 1 – Depression was caused 

by significant and sudden changes in his life, 

including loss of health and loss of role.  He 

stated that unplanned changes and losses are 

difficult for him, and needed bereaving these 

just like one bereaves the death of a loved one.  

Hypothesis 2 – Depression was caused 

by quality of communication and social 

relationships. Kris’ relationships were very 

limited and superficial. Interactions with 

friends were restricted to facts; loss was not 

discussed, for example if their team lost a game 

they would not speak about it and rather go to 

the pub and “drink to forget”. Kris also 

disclosed that his relationship with his mum 

maintained a similar pattern, where he would 

not speak to her about his own problems or 

goals. Kris referred to himself as “reactive 

rather than proactive”, thus meaning that he 

would rarely initiate interaction with others or 

even topics of interest, and would rather wait 

for other people to take the first step. 

Hypothesis 3 – Depression was 

maintained by decreasing activity levels. Kris 

had been a busy person for most of his life and 
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losing his job was another break into his 

routine, which he found it difficult to adapt to. 

Kris identified that when he is busy he feels 

better.  

 

4. Interpersonal Psychotherapy 

Based on Kris personal history and 

current presentation it was predicted that 

Interpersonal Psychotherapy (IPT) would be 

best suitable to support him overcome his 

difficulties. As such the aim would be for Kris 

to work on interpersonal issues: bereave his 

loss of role and identity (hypothesis 1); revisit 

and improve the quality of communication 

within interpersonal dynamics (hypothesis 2); 

and provide a restructuring of his time to make 

his life more meaningful to him (hypothesis 3).   

IPT was developed in the 1970s by 

Klerman, Weissman and colleagues (Klerman, 

Weissman, Rounsaville & Chevron, 1984) as a 

brief therapy for adult depression (varying 

from 6 to 20 sessions; Stuart, 2006) and to 

address changes in the interpersonal 

dimensions of: grief and loss, role disputes, 

role transitions, and interpersonal deficits. IPT 

is one of the recommended therapies for 

depression by the department of health in the 

UK (see NICE, 2009; 2010), is cost-effective 

for services (Guthrie et al., 1999), has been 

found to produce positive outcome in medical 

patients (see Caron & Weissman, 2006), and is 

often preferred over other models (Luty et al., 

2007; Paley et al., 2008; Cuijpers et al., 2011). 

The main theoretical pillar of IPT is 

Attachment Theory (Bowlby, 1978) with input 

from social theory (Brown & Harris, 1978) and 

communication research (Keisler, 1979). 

Within the context of IPT, “attachment forms 

the basis for an enduring pattern of 

interpersonal behaviour that leads an 

individual to seek care and reassurance in a 

characteristic way” (Stuart, 2006:542). As 

such, Kris’ distress occurred and increased 

when his attachment with others/objects was 

disrupted. For example, being diagnosed with 

diabetes altered his life routine and he felt 

unable to enjoy his social activities. Kris could 

not communicate his needs to people, thus 

causing a pattern of non-supportiveness from 

others and leading to isolation and loss. 
 

5. Formulation 

In order to make sense of the information 

presented by Kris, a Biopsychosocial 

Formulation was developed and presented to 

him (figure 1).  This formulation attempts to 

draw from different aspects of Kris’ personal 

history and in particular the social, biological 

and psychological dimensions to produce a 

plausible explanation for the onset of his 

current depression as an interpersonal difficulty 

(Engel, 1980; Stuart & Robertson, 2003). This 

particular formulation taps into two of the four 

foci of interpersonal psychotherapy: role 

transitions and interpersonal deficits. It takes 

into account Kris’ temperament, personality, 

and attachment style (Stuart, 2006), to 

demonstrate his uniqueness and to guide the 

psychologist to form the most appropriate 

therapeutic relationship. 

This process was achieved during the 

initial three sessions as recommended by 

Markowitz & Swartz (1997). The critical event 

remains as the focus of the onset of depression; 

however, attention is also drawn to his 

individual uniqueness that fuelled his reaction 

to the critical event. There is an assumption 

that if Kris had not been diagnosed with 

4. Interpersonal psychotherapy 
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diabetes then his life would have not changed 

dramatically. On the other hand, having Kris 

had a different Biopsychosocial make-up he 

may have reacted differently to the critical 

event. The model also proposes that Kris could 

have resolved his difficulty early on, if the 

intensity of the stressor was below his coping 

threshold and had he had sufficient social 

support.  

This model proved very useful in order 

to help Kris to understand how his depression 

was being kept by interpersonal deficits and 

changes in role, and the impact on his 

perception of life and well-being. With this 

formulation the most appropriate intervention 

was designed to help Kris to accept the loss of 

role and make changes in his interpersonal 

dimension.  

Figure 1. Biopsychosocial Formulation (adapted from Stuart, 2006) 

 

 

 

 

 

 

 

 

 

 

 

 

6. Intervention 

IPT needs to be contained to address 

only one or two areas of interpersonal conflict 

(Stuart, 2006), and in Kris’ case these were 

Role Transitions and Interpersonal Deficits 

with the earlier as the primary focus for therapy 

throughout the intervention period.  

Role Transitions involve major changes 

in life and conceptual losses (or losses that do 

 
Biological Factors 
• Vulnerability to stress and 

changes in life; 

• Quiet and isolative 

temperament; 

• Previous episode of 

depression; 

• Feeling low at times for a 

few days and not going to 

work; 

Social Factors 
• Only has mum as close 

relative; 

• No contact with extended 

family; 

• Only child; 

• No romantic relationships; 

• No current employment; 

• Limited and superficial 

freindships 

Psychological Factors 
• Would stay home while 

parents would visit relatives; 

• Does not get close to people; 

• Avoidant of anxiety 

provoking situations 

• Does not like feeling 

dependent on others 

UNIQUE INDIVIDUAL 

Events/Acute Interpersonal Crises 
• Changes in health (diagnosis of diabetes); 

• Loss of enjoyment (could not drink whilst out and socialise with 

friends); 

• Changes in activities (Stopped going out with friends and going to 

work); 

• Loss of role (Terminated job; no longer an active football supporter); 

• Changes in role (employed to unemployed; many friends to no 

friends; fun  to boring person); 

Too intense to cope 

Can’t explain my feelings 

Feeling abandoned, alone 

and low 

People don’t understand 

my problems 

Isolate self, avoids people 

PSYCHOLOGICAL DISTRESS 
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not involve death of others) (Markowitz & 

Swartz, 1997, Caron & Weissman, 2006) and 

in Kris’ case it was being diagnosed with a 

physical illness, loss of health, loss of pleasure 

and his job (Carr & McNulty, 2006). The aims 

included to help Kris to bereave the loss of the 

previous role; to consider and value the 

benefits of the new role; and to develop a range 

of skills necessary for the new role. On the 

other hand, Interpersonal Deficits represent an 

enduring pattern of poor interpersonal 

relationships, and can take longer to change 

(Markowitz & Swartz, 1997; Caron & 

Weissman, 2006).  Kris’ limited and superficial 

relationships did not provide enough buffers 

for the accumulation of stressors. The aim in 

therapy was to support Kris to overcome the 

barriers of social isolation and re-evaluate 

relationships (Carr & McNulty, 2006). 

IPT uses a unique strategy known as the 

Interpersonal Inventory (Klerman et al., 1984. 

This is categorised as a “work in progress”, 

since it compiles information during each 

session (Stuart, 2006) which is used in 

subsequent sessions to familiarize the client 

and psychologist to the interpersonal elements 

of focus during therapy.  Such information is 

discussed below and part-presented in the 

appendices. 

IPT is generally delivered in three 

recognizable stages: Assessment (sessions 1-4), 

Active work (sessions 5-10), and Termination 

(sessions 11-12). These sessions are not 

prescriptive and the therapist can 

increase/reduce their amount depending on a 

client’s needs, as long as they are contracted 

during therapy (Stuart & Robertson, 2003; 

Stuart, 2006). Sessions are briefly described 

below. 

 

Sessions 1-4 (Assessment) 

Session 1 started by establishing 

confidentiality, boundaries in therapy and the 

role of the trainee psychologist in therapy. Kris 

contracted to 12 sessions. During this stage the 

psychologist gathered all the necessary 

information to formulate and hypothesize on 

Kris’ difficulties, which have been previously 

described in this report. Kris explored the 

origins of his depression, recurring patterns 

over time, and visited psychoeducational 

material on depression and diabetes. Kris’ main 

goals from therapy were: to bereave his losses, 

to leave the hospital, and to feel less depressed. 

This stage also gave Kris the opportunity to 

recognize interpersonal difficulties and to 

become the expert in his own recovery 

(Markowitz & Swartz, 1997). 

A therapeutic alliance was established, 

which allowed the psychologist to instil hope 

in the recovery process, to use collaboration in 

restructuring the formulation, and to collate the 

Interpersonal Inventory. As such, by session 4 

a timeline had been constructed containing 

Kris’ major life events. Such information 

served to complete an interpersonal triad 

(figure 2). This diagram evolved as therapy 

progressed, and supported the initial theory 

that depression had been fuelled by critical 

events, poor social support and Kris personal 

qualities that made him vulnerable to 

depression. 

 

Sessions 5-10 (Active work):  

This stage continued to focus on 

alleviating Kris’ depressive symptoms and to 

support him in exploring and rethinking his 

interpersonal difficulties (Mason, Markowitz & 
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Klerman, 1993). Kris completed a diary for 

two weeks to rate his enjoyment of activities, 

which was then used to demonstrate to him that 

he felt better when he was more active.  

 

Figure 2. Interpersonal triad leading to depression 
 

 

 

 

 

 

 

 

 

 

 

 

Nurses on the ward noticed that he began 

engaging in self-care and hygiene, going out 

and exercising daily and became more sociable 

and communicative. 

A map of relationships was constructed 

to help Kris recall all his meaningful 

relationships. This revealed that Kris had a 

very close and long-standing group of friends 

whom he had either met at school or at work 

many years ago. Kris engaged well in this 

process, which took a few sessions to complete 

as he would recall more information to add into 

the map. Kris would be absorbed into this task 

and his in-session presentation would improve 

almost immediately. He ranked the people in 

this map, taking into account on how close he 

perceived them to be, and established the 

quality of these relationships. Role-play was 

introduced, so that Kris could practice his 

communications skills in a safe therapeutic 

environment.  

As sessions progressed, Kris completed a 

cost-benefit analysis of the old role (before 

diabetes) and the new role (after diabetes) 

(Gillies, 2001). This was a turning point for 

Kris to grieve the loss of role and to accept the 

new one. At this point Kris required more 

factual information about diabetes and agreed 

to be seen by a general nurse specialist in 

diabetes; finding this opportunity very helpful. 

Furthermore, as Kris was presenting with some 

difficulties in understanding his rights as an 

inpatient, the psychologist liaised with an 

independent advocate to provide Kris all 

information he required. His confidence grew 

quickly and a few weeks later he was 

requesting the MDT to be discharged home. 

At session 9, Kris’ mood had dropped 

significantly and he was again feeling hopeless 

and unmotivated. After a few attempts to elicit 

more information from Kris, the psychologist 

found that he was upset for being in hospital 

and feeling guilty for missing his mother’s 

birthday. At this point, the psychologist 

normalised the feelings, re-directed Kris to his 

increased insight and focused on working with 

 

DEPRESSION 

EVENTS/CRISIS 

• Diagnosis of diabetes 

• Stopped socialising with friends 

• Quit job of 30 years 

• Sudden changes in role at home 

and with friends 

•
PERSONAL QUALITIES 

• Only child, close to parents 

• Private person, likes staying at home 

• Contained friendships 

• Does not speak to people about emotions and 

problems 

• Does not like sudden change to his routine 

• Previous episode of depression for 6 months 

• At times feeling unmotivated to do things for a 

few days. 

• Does not initiate contact with people, either 

phone or visits – reactive and not proactive 

• Initiates activities he likes and does by himself. 

SOCIAL SUPPORT 

• Only has mum as close relative 

• No recent contact with friends 

• Friends don’t ask personal questions 

• Has not seen a friend since June 2010 

• Superficial support from others 
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him to find ways to keep a structured day. As 

such, a timetable was elicited that would serve 

as a baseline for his days after being discharged 

home. He even contemplated referrals for 

employment-volunteering agencies and 

enrolling on a language course. 

Afterwards, Kris’ mood improved 

considerably and he requested his discharge. 

So, there were discussions to continue therapy 

at his house, which was agreed by the MDT 

and the trainee psychologist’s supervisor. As 

such, session 10 was facilitated at his home, 

and his mother was partially present. The 

contents of session included normalising 

feelings and fears of being home, discussing 

his activity diary, reviewing his goals and 

formulation, and to revisit acceptance of the 

new role. At the end of the session, Kris had 

completed application forms for employment 

and volunteering work and agreed that he 

would contact one of his friends during that 

weekend. 
 

Session 11-12 (termination) 

Information about ending therapy had 

been openly discussed from the onset of 

therapy, as this “should never come as 

surprise” to the client (Gillies, 2001:322) but 

during this last stage any emotions of ending 

therapy were elicited and discussed. As such, it 

is vital to acknowledge termination as a loss 

and time of sadness (Mason et al., 1993; 

Gillies, 2001), and Kris gave his feedback to 

his perceptions of therapy and its effectiveness. 

The termination phase was an opportunity for 

Kris to redeem his relationship with the 

psychologist and recognize his independent 

capacity to address his interpersonal difficulties 

(Mason et al., 1993). 

A relapse prevention plan was completed 

with Kris’ identified triggers and signs of 

distress. These were collated into a diagram 

with potential exits for each area of distress. 

For example, he stated that an early sign of 

distress would be “isolation and staying away 

from people” and identified that potential exits 

to this would be “talk to mum and friends 

about worries” and “go out with friends to 

quizzes”. 

The sessions were also an opportunity to 

revisit the interpersonal triad and goals 

achieved so far. He had not contacted his 

friends and said that he was still not well 

enough to do so.  After exploring this further, 

he felt embarrassed for being out-of-contact for 

so long and was not yet ready to make this 

move. We revisited the topic of avoidance and 

how that keeps expectations and anxieties on, 

but emphasising how his assertiveness had 

improved and he felt less compelled to follow 

other people’s advice. 

During this stage Kris also completed 

psychometrics to evaluate therapy, discussed in 

the next section of this report. He was also 

invited for some community exposure and 

found the experience rewarding and positive. 

He even stated: “I’ve never been here [local 

café] before but I may just come up here more 

often, it’s quite nice. I can see myself here for a 

couple of hours having a cup of coffee”. This 

was a significant achievement for a man who 

weeks prior could not even “see” his day 

ahead.  

The psychologist also presented a 

“goodbye letter” to Kris, which was read and 

discussed. He found this process valuable and 

powerful. The end message was for Kris to 

reflect on his strengths and strategies to address 

depression (Gillies, 2001) and to remind 

himself that he will always have options, “even 

when depression seems to mask these choices” 

(Mason et al., 1993:246),  and by addressing 
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these issues early on he will be able to prevent 

depression in the future. To formally end 

therapy, a discharge letter from acute care 

psychology services was produced to his 

mental health team with recommendations for 

further psychological work . 
 

7. Evaluation 

Psychometrics 

As stated previously, Kris completed 

measures to assess his mood and measure 

outcome . Results from start and end of therapy 

are compared in table 1. Clinical change has 

been computed by using Jacobson and Truax’s 

(1991) Reliable Change Index (RCI) formula. 

Table 1.  Psychometric results from start and end of therapy 
 

 

 

 

 

 

 

 

The greatest reductions were observable 

in the domains of suicidality and anxiety. 

Suicidality remained an important factor to 

observe throughout therapy, as this was the 

main reason for his admission to hospital and 

one of the main areas that he would report as 

being quite high. Although RCI for suicidality 

cannot be computed due to lack of norms, the 

main changes occurred in the complete 

reduction of his desire to kill himself; however, 

he would still have passive and intrusive 

thoughts of death but denying any intent. 

Moreover, anxiety scores reached the 

“minimal” range at the latest count and 

changed significantly. As such, he was no 

longer “terrified”, “scared”, and “fear of losing 

control”.  

 

 

Scores of depression although 

summatively reduced, they still fell in the 

“severe” range as they did at the start of 

therapy. They represent clinical change but not 

clinical improvement. Depression is linked to 

the scores of hopelessness that did not change 

either. Although Kris was now more aware that 

he could control his life, he felt unmotivated at 

times to make changes. It was noted that he 

would often refuse to initiate daily tasks, but 

when encouraged he would engage and then 

report high levels of enjoyment. When these 

scores were reflected back to Kris, it was 

interesting to discuss that returning home was a 

change into his routine (being in hospital) and 

felt he will need time to adapt. Soon enough he 

and his mother noted positive changes, 

whereby Kris would help out with housework 

and other chores. 

Area 

Start of therapy 

Score and range 

End of therapy 

Score 

Reliable 

Change Index 

(RCI) 

Depression 

(BDI-II) 
43 (severe) 34 (severe) -4.513* 

Hopelessnes

s (BHS) 
18 (severe) 17 (severe) -0.408 

Anxiety 

(BAI) 
16 (moderate) 6 (minimal) -2.503* 

Suicidality 

(BSS) 
14 (high) 2 (low) N/A 

*signifies reliable clinical change, but not necessarily clinical improvement 

7. Evaluation 
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Medication  

His pharmacological treatment started to 

change as therapy progressed. Such changes 

are deemed acceptable within IPT and even 

encouraged (Stuart, 2006; Gillies, 2011) to 

allow for rapid symptomatic relief thus 

furthering engagement in therapy. Also, soon 

after starting therapy he stopped requesting 

Lorazepam PRN medication from the nurses 

and insightfully revealed that medication could 

only provide limited help and the rest of 

improvement had to come from him.  

 

Self-report and observations 

Kris’ reported and observable changes 

were accounted for and compared (Table 2). 

Initially, he had very strict beliefs that the 

hospital could not help him. His hopelessness 

and depression also prevented him to “see” his 

future and plan ahead, and affected his 

motivation to engage in daily tasks. At the end 

of therapy the changes were observable, for 

example his activity levels had increased and 

his self-care and hygiene had improved. He 

would often make such comparisons himself 

and some of these changes were noted by ward 

staff and his mother. 

 

Table 2. Areas of change and improvement over time 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

8. Discussion 

Using IPT for depression is a 

recommended method by the department of 

health (NICE, 2009; 2010) and found to 

produce outcomes in medical patients (Caron 

& Weissman, 2006). Based on the literature 

available it was predicted that IPT would be 

most suitable for Kris’ distress, interpersonal 

deficits, role transitions and communication 

skills. While revisiting the initial hypotheses, 

the focus of therapy mirrored Kris’ goals to 

Start of therapy End of therapy 

• Belief that medication is the only solution 

• Belief that hospital cannot help 

• Hopeless about his future, even to plan few 

hours ahead 

• Extreme suicidal ideation and behaviour, 

asking people how he could kill himself 

• Skipping meals 

• Reduced level of activities, in bed a lot 

• Low levels of personal hygiene 

• Viewing mainly negatives and weaknesses 

• Limited knowledge how to lead life with 

diabetes 

• Belief that medication cannot provide all help 

• Belief that hospital helped 

• Able to plan his day and organise his limited 

activities 

• No suicidal ideation and behaviour, but some 

thoughts about dying 

• Balanced nutritional intake 

• Increased activity levels, reading, exercise bike 

• Increased personal hygiene 

• Considering positives and strengths 

• Aware that he can lead a normal life with 

diabetes 

 

8. Discussion 
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bereave his losses, improve quality of 

communication and increase activity levels. 

The psychologist used a contained range of 

interpersonal strategies to facilitate change, for 

example psychoeducation to change beliefs and 

behaviours, cost-benefit analysis of old/new 

roles, and role-playing to gain confidence in 

interpersonal interactions. Kris’ became more 

active on the ward, and was able to initiate 

topics and take conversations to elicit 

emotional states.  

As Kris did not wish to address re-

contact with his friends at this time, sessions 

focused on practicing skills that could be 

transferred to home/community settings. After 

his discharge home, therapy continued for four 

more sessions. He felt the change difficult and 

his motivation to leave the house decreased. It 

was acknowledged that had he been offered 

out-patient appointments, instead of home 

visits, these would have provided him with 

another outdoor activity and incentive to leave 

the house to attend therapy.   

Kris was still receiving regular visits 

from the Home Treatment team and his care-

coordinator. He stated feeling upset with the 

intensity of such support and even considered 

the word “support” to be negative, as it implied 

his “inability to do things” by himself. There 

was an opportunity to revisit potential input 

from psychology from his new team in the 

community, which had been offered and he 

accepted.  

As with any therapeutic approach, IPT is 

also bound to limitations even though it has 

been efficacious in the treatment of different 

disorders and populations. Clinically, IPT is 

less diverse since much of the research has 

been done in non-clinical settings and non-

comorbid populations (Gillies, 2001), thus 

making its clinical applicability more complex. 

Although IPT has been successfully applied to 

depression in clinical trials when compared to 

CBT or other psychotherapies, results were 

inconsistent and showed that IPT could be as 

effective as any other therapy currently 

available (e.g. Luty et al, 2007; Paley et al., 

2008; Cuijpers et al., 2011) thus not justifying 

its sole use in this case.  

IPT is seemingly easy to learn when 

compared to other therapies (Weissman, 2006), 

but it still requires basic training in 

psychotherapy and appropriate supervision in 

applying this model. Manuals are scarce and 

any available information can appear 

contradicting and superficial. This can make 

clinicians apprehensive about its applicability 

and usefulness, especially with the presence of 

more popular choices, like CBT, which are 

manualised and more researched. 

Although IPT can be a unique approach 

in the interpersonal arena, it can prove a 

difficult method for clients like Kris with 

limited social relationships and poor 

motivation to engage in these. It is an approach 

that requires a person to have a rich relational 

spectrum, or at least the initiative to go out and 

establish new relationships. This can prove 

more difficult for people who are hospitalised 

and in acute care settings, where distress and 

social limitations can prevent people from 

attaining their goals. 

 

Transferential processes 

Although transference in the therapeutic 

relationship is not a main component addressed 

in IPT (Stuart, 2006), this is a “universal 

phenomenon is all psychotherapies” (Stuart et 

al., 2003:39) and used in IPT to assess a 

client’s attachment styles and to understand 

interpersonal dynamics in therapy and other 

social contexts. It is out of the scope of this 
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report to explain transference processes, but 

basically this is a redirection of emotions and 

behaviours from a significant person to another 

perhaps less significant (Kapelovitz, 1987). 

Recalling the first session, Kris presented as 

anxious and avoidant in therapy, where he was 

very tearful and grabbing the psychologist’s 

arm, not wanting the therapy to end. This was 

an insight to future presentation in these 

sessions and to his behaviour on the ward and 

around other people. Staff also reported that 

whenever his mother visited he would seek her 

“expertise” and reassurance, engaging in self-

pity and sympathy. He would be overwhelmed 

and others would feel the same.  

These areas were used to formulate 

questions/hypotheses about his understanding 

of his relationships outside therapy (Stuart et 

al., 2003), for example, why his friends 

gradually stopped calling and why they would 

not ask about how he was feeling when they 

spoke to him. Was Kris overwhelming his 

friends with his insecurities and anxieties, since 

in session he would often rely on the 

psychologist’s position of expertise to elicit 

reassurance and information, and at the same 

time refuting all information that did not fit his 

belief system? He revealed that he did that with 

anyone he knew, even with his mother, which 

lead people to “not be bothered to even try” 

telling him things and give him advice. As 

such, this would have significant impact in the 

quality of his relationships, where he would not 

explore other people’s feelings and emotions 

and he would be reserved about telling them 

anything about himself. At the end of therapy, 

Kris was surprised how open he had been in 

therapy. He commented: “things are easy to 

talk about and I feel like although we have only 

known each other for a few weeks you know 

more about me and my life than my own 

mother”.  

He felt sad for the termination of 

sessions. Gillies (2001) suggested that such 

emotions are common and many clients feel 

“surprised by the attachment they feel toward 

their therapist; they had not expected it, given 

the brevity of the treatment” (p.322). So, this 

phenomenon and feelings were normalised and 

discussed within the context of IPT.  

 

Reflection  

The psychologist felt that IPT not only 

provided Kris with methods of interpersonal 

change but also was a source of insight for the 

clinician himself. These discussions often took 

place in supervision, which was regarded as 

vital source of apprenticeship and 

improvement, especially due to the limited 

amount of relevant manuals and experience on 

IPT to operationalise these sessions.  

The psychologist recalled a time when he 

felt that Kris was not achieving his goals in 

therapy. In supervision such worries were 

clarified, perhaps as being the psychologist’s 

own fear of failure and urge to succeed in 

writing this report. However, as Gillies (2001) 

suggested “therapists must be satisfied with 

discrete gains. The goal of IPT is not a 

characterological makeover, but improved 

interpersonal functioning and the amelioration 

of depressive symptoms” (p.316), which was 

gradually achieved over the period of 

treatment. Also, due to the brevity of Kris’ 

exposure to IPT it is assumed that had he had 

more time in therapy his mood would have 

improved further. It is also worth mentioning 

that aspects of recovery cannot always be 

captured by questionnaires and measures, and a 

clinician will need to look at the entire 

interpersonal dimension to evaluate 
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improvement. It was felt that this case achieved appropriate positive outcomes. 
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