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1. Introduction
The term ‘interpersonal’ encompasses not only the patterns of interaction between the
individual and significant others, but also the process by which these interactions are
internalised and form part of the self-image (Sullivan, 1953). Interpersonal functioning is
considered crucial to good mental health. According to Klinger (1977), when people are
asked what makes their lives meaningful, most will mention their close relationships with
others. Being involved in secure and fulfilling relationships is perceived by most individuals
as critical to wellbeing and happiness (Berscheid & Peplau, 1983).
Maladaptive interpersonal functioning is considered central to several psychiatric disorders,
such as depression (e.g. Petty, et al, 2004), anxiety (e.g. Montgomery et al, 1991),
schizophrenia (e.g. Sullivan & Allen, 1999) and autistic spectrum disorders (e.g. Travis &
Sigman, 1998). Interpersonal skill deficits may cause vulnerability to developing mental
health problems and may also play a role in maintaining it. This is the chicken and egg
question: are interpersonal problems vulnerability factors for the development of a
psychiatric disorder or are they the result of this disorder?

2. Interpersonal problems and eating disorders
Considering that unhealthy interpersonal functioning is central to several mental health
problems, it is not surprising that evidence suggests this is also the case in eating disorders.
Walsh et al (1985) demonstrated a high frequency of affective disorder, particularly major
depression, among patients with bulimia nervosa (BN), which may explain the strong
correlation found between this disorder (BN) and interpersonal problems (Hopwood et al,
2007). Research in this area have found that people suffering from BN were more likely to
display domineering, vindictive, cold, socially avoidant, non-assertive, exploitable, overly
nurturing, or intrusive characteristics than non-BN (Hopwood et al, 2007).
Social support and social networks have also been studied in people with BN. Grisset and
Norvell (1992) found that people with BN reported receiving less emotional and practical
support from friends and family. They argue that this inadequate support creates a
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vulnerability towards developing eating disorder symptoms as a coping mechanism. Eating
disordered individuals are also less likely to utilise support from others, particularly due to
a negative attitude towards emotional expression (Meyer et al 2010). In terms of relationship
satisfaction, women with eating problems report more discomfort with closeness and have
been described to fear intimacy with a partner (Evans & Wertheim, 1998; Pruitt et al, 1992).
Therefore in view of the correlation between interpersonal problems and BN, it is not
surprising that a specific therapy aimed at helping patients with interpersonal problems
(IPT) was considered as a treatment of this disorder.

3. The development of Interpersonal Psychotherapy (IPT)
IPT was developed for the treatment of depression and originates from theories in which
interpersonal functioning is recognised to be a critical component of psychological wellbeing.
The work of 1930’s psychiatrist Harry Sullivan first suggested that patients’ mental health was
related to their interpersonal contact with others. Challenging Freud's psychosexual theory,
Sullivan emphasized the role of interpersonal relations, society and culture as the primary
determinants of mental health (Sullivan, 1968). Sullivan’s work was further developed by
Gerald Klerman and Myrna Weissman in the 1980’s, who studied depression treatments using
the interpersonal approach. Whilst studying the efficacy of antidepressants, alone or paired
with psychotherapy, it was found that ‘high contact’ counselling was effective, leading to the
further development of the therapy which was renamed interpersonal psychotherapy
(Klerman et al, 1984). These positive results led to the inclusion of IPT in the NIMH Treatment
of Depression Collaborative Research Program, which compared this therapy with
antidepressants, placebo and Cognitive Behavioural Therapy (CBT) for depression (Elkin et al.,
1989). As a part of this study the original IPT manual, Interpersonal Psychotherapy for
Depression, was published as a manual for the research project (Klerman et al, 1984). Patients
in all conditions showed significant reduction in depressive symptoms and improvement in
functioning, those having the antidepressant Imipramine plus clinical management generally
doing best, the two psychotherapies second best, and placebo plus clinical management worst.
There was no significant difference between the two psychotherapies.
Since then, there have been several systematic reviews of studies investigating the efficacy
of IPT for depression (Jarrett & Rush, 1994; Klerman, 1994; Feijo de Mello et al., 2005). They
concluded that IPT was superior to placebo in nine of thirteen studies and better than CBT
overall. However IPT plus medication was no more effective than medication alone. The
researchers also found that several factors were associated with good therapy outcome,
including the ability to engage in more than one perspective and to take responsibility for
actions, empathy for others, a desire to change, good communication skills, and a sense of
cooperation and willingness to engage with the therapist.
Feske et al (1998) examined predictors of outcome in 134 female patients with major
depression, and found that those who did not improve experienced higher levels of anxiety
and were also more likely to meet diagnostic criteria for panic disorder. In addition, they
found that poor outcome was associated with greater vocational impairment, longer
duration of episode, more severe illness, and surprisingly, lower levels of social impairment.
Other authors have found that despite comparable efficacy between IPT and CBT, IPT was
more affected by personality traits and therefore less suitable for those with personality
disorders (Joyce et al. 2007).
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4. The development of IPT for Bulimia Nervosa
Since the conception of IPT, the original manual has been updated (Weissman et al, 2000;
Weissman et al, 2007) and several manuals have been written concerning modifications of
IPT, including those for depressed adolescents (Mufson et al, 2004), the elderly (Hinrichsen
& Clougherty, 2006), perinatal women (Weissman et al, 2000), HIV patients (Pergami et al
1999), bipolar disorder (Frank, 2005), social phobia (Hoffart et al., 2007), dysthymic disorder
(Markowitz, 1998) and finally bulimia nervosa (IPT-BN; Fairburn, 1993).
IPT-BN was not developed systematically through an adaptation from IPT for depression,
but instead was discovered to be effective when used as a control treatment for CBT during
a randomised controlled trial for individuals with BN (Fairburn et al., 1991). IPT was not
adapted specifically for BN in the treatment trial, and beyond limited initial
psychoeducation, eating problems were not addressed during the treatment. It was
hypothesised that as IPT shared some non-specific factors with CBT, its inclusion in the trial
would highlight the benefits of cognitive behavioural techniques in CBT that were not
present in IPT. However, while CBT was considered most effective, IPT also resulted in the
improvement of eating disorder symptoms. This discovery led to the further development
of IPT-BN as a viable treatment option, and it was manualised in 1993 (Fairburn, 1993).
Since its conception, IPT has been compared to CBT, the current treatment of choice, with
equally positive results in both individual and group settings (Fairburn, 1997; Fairburn et al,
1993; Fairburn et al., 1991; Fairburn et al, 2000; Roth & Ross, 1988; Wilfley et al., 2003;
Wilfley et al., 1993). Agras et al (2000) found that CBT was superior to IPT at the end of
treatment however there was no significant difference between the two treatments at one
year follow-up. Based on these findings, the NICE guidelines for eating disorders in the UK
(NICE, 2004) recommends IPT as an alternative to CBT for the treatment of BN but patients
should be informed that it could take longer that CBT to achieve comparable results.
The efficacy of IPT in patients with BN has been explained by Fairburn (1997). He claimed
that IPT might work through several mechanisms. Firstly, IPT helps patients to overcome
well established interpersonal difficulties, for example when focusing on interpersonal ‘role
transitions’ this can be helpful for those patients who have missed out on the interpersonal
challenges of early adulthood as a result of their eating disorder. Secondly, IPT can open up
new interpersonal opportunities and as a result patients learn to rely more on interpersonal
functioning for self evaluation instead of focusing wholly on eating, weight and shape.
Finally, IPT gives patients a sense that they are capable of influencing their interpersonal
lives and therefore may lessen their need to control their eating, weight and shape.

5. Modification of IPT-BN
The IPT Team in Leicester (UK) adapted IPT-BN further by bringing back the original
components of IPT (psycho-education, directive techniques, problem solving, modelling,
role play and symptom review) and modifying the treatment for individual with BN where
the eating disorders problems are taken into consideration. Although they have been using
this model of treatment for BN for more than 15 years, only recently they have manualised it
(Whight et al, 2010). This new modified version of IPT for BN is called IPT-BNm in this
chapter to differentiate it from the IPT-BN developed by Fairburn.
IPT-BNm uses a time frame of 12-20 weekly sessions. The usual number of sessions is 16,
which roughly breaks down into three areas: 4 assessment sessions, 10 middle sessions and
2 termination sessions. There is also a pre-treatment session (Session 0) where the patient
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and therapist agree goals for treatment and the model is explained. Therapy may be
extended to up to 20 sessions if this is felt to be clinically appropriate, however this should
be agreed with the patient close to the start of therapy and not towards the end of therapy as
this can affect the potency of the termination sessions. The number of sessions may also be
reduced if felt to be appropriate for the patient, but again should be agreed near the
beginning of treatment.
5.1 Overview of IPT-BNm
5.1.1 Early sessions: sessions 0-4
Broadly speaking the initial sessions are as detailed in the original IPT manual for
depression (Klerman et al 1984) but specific for eating disorders. The aims of these sessions
are to get a clear picture of the current problems along with a history of previous difficulties
and interpersonal events. This enables the therapist and patient to identify areas of current
difficulty, agree realistic treatment goals and to establish a focus for therapy. Areas for
assessment include mood, interpersonal network, historical events (timeline) and eating
disorder symptomatology. The main task of the therapist is to help the patient gain some
understanding of the inter-relatedness of their presenting difficulties and to establish a
specific focus for treatment dependent on their individual situation. As a part of this process
and what makes this therapy specific for patients with BN is the use of psycho education
related to eating. Throughout the therapy patients will be encouraged to complete food
diaries that will be used to regulate patients eating. Psycho-education is a fundamental part
of therapy.
By the end of session 4 the therapist will have a good understanding of whether or not the
patient is able to work within the IPT model. The model is not suitable for everybody
therefore if IPT is felt to be inappropriate other treatment options may be considered with
the patient. IPT is primarily an outpatient treatment, but the early sessions could be started
as an inpatient if needed, with the understanding that the patient would be discharged
before treatment ended. This would enable them to practise skills between sessions and to
build their interpersonal networks, which may be more difficult to achieve as an inpatient.
5.1.1.1 The role of the therapist
The therapist needs to engage the patient in therapy. A non-pejorative approach and an
empathic understanding of the patient’s distress can be crucial in gaining the trust – and
therefore the commitment – of the patient. The therapist also needs to be clear about the
boundaries of therapy. The sessions are weekly and commitment to regular sessions is an
important part of therapy. Weekly therapy helps to maintain the intensity of the treatment
whilst also giving the patient time to practice tasks between sessions. It is helpful to count
down each session, letting the patient know where they are in therapy and how many
sessions are left – for example “We are on session 2. We have 14 sessions left”. This helps to
start the process of termination but also emphasises the short-term nature of the therapy.
This in turn acts as an incentive for the patient to make changes in therapy as they are aware
of what time they have got from the beginning. It is also important for the therapist to stick
to the boundaries of therapy – start on time, finish on time and always state the date and
time of the next appointment at the end of each session. It can be very helpful to have the
dates of all the sessions agreed as this avoids any confusion.
The role of the therapist in the early sessions is of active participation. The therapist is
tasked to gather information on the patient’s history, presenting problems, interpersonal
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world and expectations of treatment. He/She is also helping the patient to make links
between their difficulties and their interpersonal issues. This can be difficult, particularly as
secrecy is so often an issue with patients with BN.
5.1.1.2 The role of the patient
The patient needs to be actively involved in therapy throughout. The more they put into
therapy the more they will get out of it. Initially the patient should be willing to share their
difficulties and be able to listen to the therapist, working with them at making sense of the
current difficulties and identifying realistic goals. The patient needs to be able to attend all
planned sessions and to focus on any agreed tasks between sessions. Patients are also
expected to track their symptoms each week and to bring to the session any relevant
information about the agreed focus area. Changes in symptoms can often be markers of
interpersonal events, so helping to link these changes to the agreed interpersonal focus area
is an important skill for the patient to master.
5.1.1.3 Interpersonal focus area
The main task of session 4 is in helping the patient to choose a focus area to work on during
the middle sessions of therapy. As in the original manual for IPT for depression, there are 4
clear focus areas:

Interpersonal Role Disputes: Difficulties occur when the patient has non-reciprocal
expectations from a significant other. This could be an overt or covert dispute and often
there is a pattern of difficult relationships around the patient. It is important to focus
on one key relationship that is current and where the patient feels that change is
possible.

Interpersonal Role Transitions: Difficulties occur when the patient has difficulty adjusting
or adapting to changes in their life. This could be changes at work, in living situation, in
relationships, in financial status or any other area. What is key is that the patient has not
adapted well to the changes and this is linked to their illness onset or deterioration.

Interpersonal Deficits: Difficulties occur when patients had problems making or
sustaining relationships with people. There are often repeated patterns of broken or
failed relationships and the patient may be socially isolated. The patient may be highly
sensitive to their difficulties so it can be very helpful to use role play in the session to
help them practice new skills.

Complicated Bereavement: Difficulties can occur when a patient is not able to resolve the
death of a significant figure. This is often a partner or a family member, but can be the
death of a friend or even a pet. The key feature is that the patient is not able to complete
a grieving process and this impacts on their eating disorder and mood. The nature of
the attachment with the deceased is an important consideration when considering grief
as a focus area.
The task of the therapist is to find the most appropriate focus with their patient. All the
information gained so far is assessed by the therapist, who by session 4 usually has an idea
of what interpersonal issues are central to the patient’s problems. IPT does not seek to
understand the dynamics behind the eating disorder/depression but rather to help the
patient make changes to their life now. The formulation for IPT is therefore simple,
pragmatic and collaborative. Using the patient’s words and a summary of the identified
problem areas that have been highlighted over the previous 3 sessions, the therapist may
suggest an area to focus on in therapy.
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5.1.2 Middle sessions: Sessions 5-14
The middle sessions follow a similar format to each other, with the patient being asked to
bring in their own material from the week to work within therapy. The therapist helps the
patient to link the changes in the symptoms to the focus area, then works with the patient at
active problem solving, contingency planning or practising new skills as appropriate.
The therapist maintains a hopeful and realistic stance on the patient’s ability to make
changes and to recover. All attempts at change should be praised as it can help to enhance
the patient’s feelings of self worth and their confidence at trying something new. It also
helps to keep them engaged in therapy and to feel that the therapist is on their side working
with them. This also needs to be balanced with the patient’s capacity to change so it is
important to be realistic.
All patients will have some difficulties with changing their way of eating, bingeing and
vomiting. It is important to review the symptoms each week to maintain the focus and to
identify change, but lack of change is also an issue. Some patients find it more difficult to
make changes to their eating patterns and can really struggle to do things differently. It is
part of the therapist’s role to continue to encourage and support them whilst also being
open and frank about change. Because the therapy is time limited this helps to motivate
people to change, but lack of progress should not be ignored. Enquiring about what
difficulties the patient is experiencing and helping them to develop problem-solving
strategies to enhance their abilities to put therapy into practise can enable the patient to feel
more attended to and can address feelings of having failed or worthlessness. As these can be
key features of both eating disorders and depression they are important issues to address.
Feeling attended to and supported can help the patient to stay engaged in therapy.
Half way through IPT (session 8) therapy is reviewed. This review is planned from the
beginning. It is highlighted as a time to see how things have progressed thus far, ensuring
that the right focus area is being worked on and allowing room for change if needed by the
patient or the therapist.
5.1.3 Termination sessions: 15-16
The end of therapy should not come as a surprise to the patient; the therapist will have been
counting down sessions and will have planned the dates of the final session with the
patient. However it can still can come as a shock. The final 2 sessions are explicitly about
ending therapy, about recognising and maintaining changes made, acknowledging that
which has not changed and exploring feelings about ending. This can feel very positive for a
patient who has recovered or more anxiety provoking for one who has not. It is important to
end after the agreed number of sessions.
5.2 Efficacy of IPT -BN(m)
Arcelus et al (2009) conducted a case series evaluation of 59 patients and found that by the
middle of therapy there had been a significant reduction in eating disordered cognitions and
behaviours, alongside an improvement in interpersonal functioning and depressive
symptoms. The authors found that although patients did improve significantly after eight
sessions, their symptomatology did not continue to improve in the same way within the last
eight sessions. This may suggest that there was something in the first sessions that facilitates
change, which is lost in the last sessions. This could be explained by the impetus of the
initial sessions; targeting symptoms, an opportunity to change and exploring the
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interpersonal context and maintenance of the eating disorder. Perhaps this sets the ground
for facilitating change and the setting of interpersonal goals can instill hope. Although the
use of a case series was considered appropriate given the exploratory nature of the study, it
is important to remember that these preliminary findings should be interpreted within the
limitations of a case series design. Although there is incidental evidence from clinicians and
patients of the effectiveness of this modified version of IPT for BN, there is a lack of research
evidence which can only been achieved by a control Trial.

6. New modifications of IPT for patients with eating disorders
In recent months, a new theoretical model of IPT for eating disorders has been proposed
(Reiger et al., 2010). This model suggests that eating disorders are triggered by negative
feedback regarding an individual’s social worth due to its negative effect on self-esteem and
associated mood. Eating disordered behaviours often begin because of this negative social
evaluation, and over time such behaviours may become a more reliable source of self esteem
and mood regulation than social interactions. The aim of IPT then is to help the patient to
develop positive, healthy relationships, which replace the eating disorder in the attainment
of positive esteem and affect. This newly proposed model also includes the monitoring of
eating disorder symptoms and other elements, which were taken out of the original IPT-BN
to make it comparable with CBT. However, this new therapeutic model has not yet been
supported by empirical studies and does not differentiate between the treatment of anorexic
and bulimic disorders.

7. Conclusion
Interpersonal difficulties are both vulnerability factors and consequences of several
psychiatric disorders, including Bulimia Nervosa. Over the last several years a growing
number of research studies have demonstrated the efficacy of IPT as a treatment for several
conditions. Within the field of eating disorders, IPT has been shown to be effective for
patients with BN, although it appears to work slower than CBT. In order to make this
treatment more effective several authors in different countries have modified this treatment
further. In spite of the modification that IPT has gone through, the core elements of the
therapy have been retained. Throughout IPT, therapists aim to help patients to identify the
interpersonal difficulties maintaining the eating disorders symptoms in order to work
through them. Although IPT has been used successfully over a number of years, research
evidence for the new modified versions is still required.
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